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ABSTRACT
In a dual-factor model, complete mental health entails average-to-high subjective wellbeing (SWB, happiness) and few internalizing and externalizing behaviors (IEB, mental illness).
Although positive psychology interventions (PPIs) have been shown to increase middle school
students’ SWB, more research is needed to understand how baseline IEB influences postintervention outcomes. The current study examined the effect of baseline IEB on SWB outcomes
for 122 middle school students who participated in the Well-Being Promotion Program (WBPP).
The WBPP is a 10-week, small group, school-based PPI for students with low SWB, as
identified from universal screening of life satisfaction. The dataset analyzed is part of an ongoing
randomized control trial (RCT) evaluating the efficacy of the WBPP. The RCT will include data
from three cohorts of schools; this study utilized data from the intervention group of the first
cohort (three schools from two states). Results indicated approximately 76% of students selfreported elevated IEB at baseline, whereas parents and teachers identified approximately 53%
and 16% of students with elevated IEB, respectively. Multilevel models indicated that more
student-reported internalizing behaviors at baseline significantly predicted lower life satisfaction
and positive affect, and higher negative affect. Student-reported externalizing behaviors were not
significantly associated with any post-intervention indicators of SWB, but higher parent-reported
externalizing behaviors significantly predicted lower positive affect. These findings increase
researchers’ understanding of the relationship between IEB and PPI outcomes, and can help
guide school-based practitioners when identifying students in need of mental health supports and
selecting appropriate interventions.
v

CHAPTER ONE:
INTRODUCTION
Background Information and Rationale
A dual-factor model (DFM) of mental health conceptualizes complete mental health as
both the absence of internalizing and externalizing behaviors (IEB, mental illness) and the
presence of positive subjective well-being (SWB, happiness). The inclusion of SWB emphasizes
the value of strengths, skills, and strong interpersonal relationships (Doll & Ni, 2021), thereby
addressing the traditional model of mental health’s limited focus on treatment rather than
prevention and promotion (Maddux, 2021; Seligman & Csikszentmihalyi, 2000). Fostering SWB
during early adolescence is particularly important, as some research suggests that life satisfaction
and positive affect decline throughout middle school (e.g., Goldbeck, et al., 2007; Waters et al.,
2019). Further, merely lacking IEB does not ensure the best outcomes. Among youth with low
IEB, those who report average-to-high SWB tend to perform better academically, demonstrate
healthier social adjustment and identity development, and report better physical health than those
with low SWB (Antaramian et al., 2010; DiLeo, 2022; Suldo & Shaffer, 2008; Suldo et al.,
2016).
Research supports the use of positive psychology interventions (PPIs) to increase middle
school students’ SWB. PPIs focus on promotion and prevention by having students engage in
positive activities that mirror characteristics seen in happy people (Lyubomirsky & Layous,
2013). Classwide PPIs that target all students yield increases in positive affect (Quinlan et al.,
2015; Shoshani et al., 2016), decreases in negative affect (Shoshani et al., 2016), increases in
1

positive peer relationships (Shoshani et al., 2016), and decreases in internalizing behaviors (e.g.,
anxiety, depression; Shoshani & Steinmetz, 2014). Small group PPIs targeting youth with room
for growth in SWB are linked to increases in life satisfaction (Marques et al., 2011; Suldo et al.,
2014; Roth et al., 2017), as well as increases in positive affect and decreases in negative affect
(Roth et al., 2017). PPIs also benefit clinical populations, as demonstrated by research
associating positive psychotherapy (PPT; Rashid & Seligman, 2018) with increases in well-being
among adolescent samples (Mahmoudi & Khoshakhlagh, 2018; Rashid & Anjum, 2008).
PPIs may focus on a single positive activity or incorporate multiple positive activities
(e.g., gratitude, acts of kindness, use of character strengths, hope). PPIs involving multiple
positive activities are associated with greater gains than those involving only one positive
activity (Carr et al., 2020). The Well-Being Promotion Program (WBPP; Suldo, 2016) is a PPI
that includes multiple positive activities and was developed for use with middle school students
with room for growth in SWB. More specifically, the intervention is intended for youth with low
SWB who may or may not demonstrate IEB. Participation in the WBPP has yielded increases in
life satisfaction (Roth et al., 2017; Suldo et al., 2014) and positive affect (Roth et al., 2017), as
well as decreases in negative affect (Roth et al., 2017) relative to peers randomized to a delayedintervention control group.
Few studies have examined the degree to which an individual’s baseline level of IEB
influences the effect of PPIs on the individual’s SWB. Some meta-analyses have compared
studies conducted with samples that reported IEB to samples in which IEB were not assessed.
Although these meta-analyses focus largely on adults, the results suggest that studies conducted
with samples that reported clinical or elevated levels of IEB yielded greater gains in SWB than
those conducted with more general samples (e.g., Carr et al., 2020; Weiss et al., 2016). Further,
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individual studies that examined baseline IEB as a moderator tended to focus on internalizing
behaviors (especially depression). Some of these studies suggest that adults with fewer
internalizing behaviors benefit more from PPIs than adults with more internalizing behaviors
(Addington et al., 2020; Stemmler et al., 2021), whereas others found that PPIs yielded greater
benefits for participants with elevated levels of IEB (Barnes & Mongrain, 2020; Sergeant &
Mongrain, 2015). More research is needed to determine if the results of these studies extend to
adolescent samples.
Definition of Key Terms
Internalizing and Externalizing Behaviors
The phrase mental illness often is used to describe emotional, cognitive, behavioral, and
physical symptoms that are associated with maladaptive outcomes (e.g., impairments in
interpersonal relationships, academic difficulties; American Psychiatric Association [APA],
2013). Mental illness can involve internalizing behaviors (e.g., anxiety, depression, somatic
complaints, withdrawal), externalizing behaviors (e.g., hyperactivity, aggressive and delinquent
behavior), and thought problems (e.g., intrusive thoughts, hallucinations; Achenbach & Rescorla,
2001). The research questions in the current study focused on internalizing and externalizing
behaviors (IEB).
Subjective Well-Being
Suldo et al. (2016) referred to subjective well-being (SWB) as “a scientific term for
happiness” (pp. 434-435). Researchers have conceptualized SWB as hedonic (i.e., positive
emotions and satisfaction with life; Diener, 2000) and eudaimonic (i.e., finding meaning, growth,
and social connections; Keyes, 2009). Measures that assess SWB often focus on concepts like
life satisfaction and affect. Life satisfaction involves positive appraisals of one’s life overall, as
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well as satisfaction in specific domains (e.g., friends, family, school, self, and living
environment). Positive affect refers to pleasant moods and emotional experiences, such as pride
and joy, whereas negative affect refers to unpleasant moods and emotional experiences, such as
anger or fear. A high level of SWB is characterized by high life satisfaction and more frequent
positive affect than negative affect (Diener, 2000; Diener et al., 2017).
Dual-Factor Model of Mental Health
Whereas a traditional view of mental health focuses on the presence of illness, a dualfactor model (DFM) posits that mental health comprises two “related but distinct” factors—IEB
(illness) and SWB (wellness; Suldo & Doll, 2021, p. 20). Within this model, complete mental
health requires both average-to-high SWB and low levels of IEB. Individuals with average-tohigh SWB and elevated IEB are considered symptomatic but content, whereas those with low
SWB and low levels of IEB are considered vulnerable. Finally, individuals with low SWB and
elevated IEB are considered troubled. These terms align with terminology used by Suldo and
Shaffer (2008) and retained in many subsequent studies (for a review, see Suldo and Doll, 2021).
Table 1 illustrates the four mental health categories within a DFM.
Table 1
Mental Health Groups Identified in a Dual-Factor Model
Internalizing and
Subjective Well-Being
Externalizing Behaviors
Average-to-high
Low
Low
Complete mental health
Vulnerable
Elevated
Symptomatic but content
Troubled
Note. Terminology based on Suldo and Shaffer (2008).
Multitiered Systems of Support
Multitiered systems of support (MTSS) are often depicted as triangles with three tiers.
Tier 1 represents universal services (i.e., schoolwide or classwide services for all students; Doll
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et al., 2021). Tier 2 represents selective services for youth who continue to struggle or show
room for growth despite receiving universal services (Doll et al., 2021). Tier 2 services can
involve small group and/or time-limited interventions. Tier 3 represents intensive services for
youth who continue to struggle despite receiving universal and selective services (Doll et al.,
2021). Example modalities for Tier 3 services include individual counseling and functional
behavior assessments (FBA) and behavior intervention plans (BIP).
Positive Psychology Interventions
Positive psychology interventions (PPIs) help individuals learn and practice strategies to
foster positive emotions, strong relationships, and a sense of purpose (Morrish et al., 2018). They
typically focus on one or more positive activities, such as gratitude, acts of kindness, hope, and
use of character strengths. PPIs that focus on one positive activity are considered single target
PPIs, whereas those that focus on two or more positive activities are considered multitarget
PPIs. PPIs can be implemented universally (i.e., with all individuals, no matter their level of
SWB), with individuals with room for growth in SWB, or with individuals with IEB.
Purpose of Current Study
This study analyzed data collected as part of a larger study to determine the efficacy of
the Well-Being Promotion Program (WBPP; Suldo, 2016) when provided as a Tier 2
intervention for middle school students in two states. Students in the larger study were identified
as having low SWB during a universal screening of life satisfaction. The study analyzed baseline
and post-intervention data to examine how baseline IEB related to students’ SWB outcomes. The
study aimed to (a) determine what proportion of students who participated in the PPI also
reported clinical levels of IEB and (b) increase understanding of how students’ responses to PPIs
may vary based on initial IEB. The research questions were as follows:
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1. What proportion of middle school students who participated in the Well-Being Promotion
Program (WBPP) due to diminished subjective well-being at time of screening reported
elevated internalizing or externalizing behaviors at baseline (i.e., troubled mental health
status within a dual-factor model)?
a. What proportion of students reported elevated internalizing behaviors at baseline?
b. What proportion of students reported elevated externalizing behaviors at baseline?
c. What proportion of students reported comorbid internalizing and externalizing
behaviors at baseline?
2. For middle school students who participated in the WBPP, how did subjective well-being
outcomes in response to the intervention differ based on:
a. Baseline mental health status within a dual-factor model (i.e., vulnerable versus
troubled)?
b. Internalizing behaviors at baseline and externalizing behaviors at baseline?
Contributions to the Literature
The current study added to the literature on the effectiveness of PPIs by examining how
SWB outcomes differed based on middle school students’ IEB. Specifically, the study was the
first to examine the relationship between baseline IEB and post-intervention SWB in a sample of
early adolescents. The study also was the first to focus on this relationship in the context of
participant response to a targeted school-based PPI—the WBPP. Additionally, the study
expanded on existing research by considering how the type of baseline IEB students reported
impacted their response to the PPI, as literature has traditionally focused on the effect of
internalizing behaviors rather than externalizing behaviors. Answering these questions can help
researchers and practitioners better identify students most likely to benefit from the WBPP.
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CHAPTER TWO:
REVIEW OF THE LITERATURE
The following chapter reviews literature relevant to the current study, beginning with an
overview of the traditional model of mental health and theories of well-being. This is followed
by a discussion of a dual-factor model (DFM) of mental health, which incorporates both negative
indicators (i.e., mental illness, or internalizing and externalizing behaviors [IEB]) and positive
indicators (i.e., mental wellness, or subjective well-being [SWB]). Then, the importance of
targeting SWB during middle school is addressed, with a focus on single and multitarget positive
psychology interventions (PPIs). Finally, literature on the moderating role of IEB in the
effectiveness of PPIs with youth and adults is reviewed.
Defining Mental Health
Traditional View
During World War II, the founding of the Veterans Administration and the National
Institute of Mental Health directed the field of psychology toward a medical model of mental
health (Seligman & Csikszentmihalyi, 2000). Within the medical model, clinicians diagnose a
mental disorder and prescribe an appropriate treatment (Maddux, 2021). The Diagnostic and
Statistical Manual of Mental Disorders, Fifth Edition (DSM-5) guides diagnosis by listing the
relevant behavioral, emotional, and physical symptoms (APA, 2013). Diagnoses may involve
internalizing behaviors (e.g., depression, anxiety), externalizing behaviors (e.g., hyperactivity,
conduct problems, anger/aggression), or thought problems (e.g., intrusive thoughts,
hallucinations; Achenbach & Rescorla, 2017; APA, 2013). For example, a diagnosis of
7

Generalized Anxiety Disorder (GAD) in children requires (a) excessive anxiety about multiple
activities occurring most days for six months, (b) difficulty controlling worry, (c) at least one of
the specified physical or cognitive symptoms (e.g., muscle tension, difficulty concentrating), and
(d) clinically significant distress or impairment (APA, 2013). Within the medical model,
treatment for GAD is linked to reducing associated abnormal or maladaptive thoughts and
behavior (Maddux, 2021).
Although this historical focus on IEB and thought problems has benefited the field of
psychology—namely through increased understanding of etiologies, a common language for
diagnosis, and extensive research on evidence-based treatments—the medical model has two
important limitations (Seligman & Csikszentmihalyi, 2000). First, the medical model’s system of
diagnosis relies on a dichotomy between normal and abnormal behavior, yet research suggests
normality exists on a continuum, with internalizing and externalizing behaviors falling on the
more maladaptive end (Maddux, 2021). For example, research on emotional experiences
indicates that negative emotions involved in mood disorders are not distinct from those
experienced by the general population, but rather experienced to a more extreme degree
(Maddux, 2002). Second, the medical model’s reliance on diagnosis does not facilitate the
prevention of mental illness. Prevention research focuses on reducing risk factors, such as
poverty, violence, and family history of mental illness, and promoting protective factors, such as
strengths, skills, and social support (Doll & Ni, 2021; Seligman & Csikszentmihalyi, 2000).
School-based research indicates that protective factors can promote youth’s success, even in the
face of adverse experiences (Doll & Ni, 2021). In contrast, the medical model focuses on
identifying and minimizing weaknesses (Maddux, 2021; Seligman & Csikszentmihalyi, 2000). A
more comprehensive model of mental health, which recognizes the value of protective factors, is
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needed to prevent mental illness and foster mental wellness.
Models and Theories of Well-Being
Research on SWB increased during the late 20th century, leading to a variety of models
and theories. Diener (2000) described SWB as individuals’ positive emotional experiences and
evaluations of life. Within this hedonic tradition, high SWB is reflected in positive judgements of
one’s life, experiencing many pleasant emotions and moods (i.e., positive affect), and
experiencing few unpleasant emotions and moods (i.e., negative affect; Diener, 2000; Diener et
al., 2017). Research suggests that positive and negative affect are distinct domains, as each
correlate with different variables. For example, positive affect has been associated with
extraversion, whereas negative affect has been associated with interpersonal conflict (Diener
2000; Diener et al., 2017).
Ryff (1989) and Keyes (2009) conceptualized SWB as eudaimonia, or having the skills
and abilities needed to be an active, well-rounded person. Eudaimonic well-being involves both
psychological well-being (i.e., self-acceptance, positive relations with others, autonomy,
environmental mastery, purpose in life, personal growth; Ryff 1989) and social well-being (i.e.,
social integration, social contribution, social coherence, social actualization, social acceptance;
Keyes, 2009). Although eudaimonic well-being first was assessed in samples of adults, Keyes
(2009) extended this research to a sample of approximately 1,200 adolescents (ages 12–18 years
old) via the 2002 Child Development Supplement of the Panel Study of Income Dynamics.
Participants completed the Child Depression Inventory (CDI; Kovacs, 1992) and the Mental
Health Continuum-Short Form (Keyes, 2005), which includes one item for each dimension of
psychological and social well-being and three items for hedonic well-being. Structural equation
modeling indicated that hedonic, psychological, and social well-being were correlated but
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distinct latent variables (r = .57–.71). In the most tenable model, mental illness and mental health
also were correlated but distinct (r = -.68). More recently, Disabato et al. (2016) examined the
discriminant validity of hedonic and eudaimonic well-being. Participants were 7,617 adolescents
and adults (M age = 33.5 years, SD = 14.2 years; 79% female) from 109 countries. Hedonic wellbeing was measured with the Satisfaction with Life Scale (SWLS; Diener et al., 1985),
Subjective Happiness Scale (SHS; Lyubomirsky & Lepper, 1999), and Centre for
Epidemiological Studies Depression Scale (CES-D; Radloff, 1977). Eudaimonic well-being was
measured with the Psychological Well-Being Inventory (Ryff, 1989) and the Presence subscale
of the Meaning in Life Questionnaire (Steger et al., 2006). Findings revealed a large correlation
between hedonic and eudaimonic well-being (r = .96). Average differences in each variable’s
correlation with related variables (e.g., gratitude, curiosity) were small (.07). These findings
suggest that both hedonia and eudaimonia lead to well-being (Disabato et al., 2016).
Keyes and Martin (2017) expanded on the hedonic and eudaimonic models of mental
health with their description of a mental health continuum. They defined languishing as never or
rarely experiencing one component of hedonic well-being or six or more components of positive
functioning. Conversely, flourishing involves experiencing at least one component of hedonic
well-being or six or more components of positive functioning almost daily. Moderately mentally
healthy falls between these two categories. Adolescents identified as languishing or moderately
mentally healthy are more likely to report IEB and poorer physical health than those identified as
flourishing. Thus, the degree to which youth experience hedonic and eudaimonic well-being has
important implications for both physical and emotional outcomes.
In 2001, Fredrickson proposed the now widely supported broaden-and-build theory,
which illustrates how positive emotions both characterize and produce flourishing (i.e., “optimal
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well-being,” p. 218). More specifically, experiencing positive emotions increases an individual’s
cognitive and behavioral flexibility, in turn building their personal social, psychological, and
physical resources. For example, joy evokes a desire to engage in creative activities and push
boundaries (Fredrickson, 2001). Contentment evokes a desire to savor related experiences and
incorporate the experiences into one’s self-concept (Fredrickson, 2001). Fredrickson (2001)
provided empirical support for the broaden-and-build theory, citing how adults who viewed a
video that evoked positive emotions subsequently listed more things they would like to do than
those who viewed a video that evoked negative or neutral emotions.
Griffith et al. (2021) applied the broaden-and-build theory to a sample of 680 youth ages
8–16 years old (M age = 11.87 years, SD = 2.41 years). The sample was approximately 57%
female, and 68% white, 11% African American, 9% Asian/Pacific Islander, 6% multiracial, and
6% other racial identity. About 12% identified as Latinx. The study examined the relationship
between positive affect and parent/peer relationship quality across three time points, each 18
months apart. Positive affect was assessed with the PANAS-C (Laurent et al., 1999) and
relationship quality was assessed with the Networks of Relationships Inventory (NRI; Furman &
Buhrmester, 2009). Parallel process latent growth curve modeling revealed a significant, positive
association between change in positive affect and change in relationship quality with parents (r =
.64, p = .004) and peers (r = .59, p = .013). The relationship between negative affect and
relationship quality was not statistically significant. These findings support Fredrickson’s
broaden-and-build theory by linking positive emotional experiences to stronger interpersonal
relationships, which can in turn lead to additional increases in positive emotions (Griffith et al.,
2021).
Fredrickson’s proposal of the broaden-and-build theory aligned well with the emerging
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field of positive psychology, which called for a focus on positive emotions, positive individual
traits, and positive institutions (Seligman & Csikszentmihalyi, 2000). Seligman (2011) expanded
on these areas of positive psychology, arguing that Positive emotions, Engagement,
Relationships, Meaning, and Accomplishment (PERMA) predict a flourishing state. Positive
emotions refer to life satisfaction and feeling good, engagement involves curiosity and
absorption, relationships involve social and emotional skills, meaning refers to contributing to
others and the community, and accomplishment involves striving for and achieving meaningful
outcomes (Seligman, 2011). In 2017, Goodman and colleagues compared PERMA to Diener’s
hedonic model of SWB in a sample of 517 adults (M age = 36.54 years, SD = 11.99 years). The
sample was approximately 57% female, and 76% Caucasian, 8% mixed race, 6% Black/African
American, 5% Asian, 4% Hispanic, and <1% other racial/ethnic identity. Hedonic well-being
was assessed with the SWLS (Diener et al., 1985), positive affect was assessed with a single item
about degree of happiness, and negative affect was assessed with three items about frequency of
negative emotions, like sadness. PERMA was measured with the PERMA-Profiler (Butler &
Kern, 2016). Both confirmatory factor analysis and exploratory structural equation modeling
indicated there were strong correlations between PERMA and hedonic well-being (r = .94–.98
and .85–.86, respectively). Latent profile analyses did not detect distinct well-being profiles
across measures. Goodman et al. (2017) concluded that PERMA and hedonic well-being
represent the same, overarching concept of well-being.
Seligman (2018) argued that Goodman and colleagues’ (2017) conclusion misrepresented
PERMA. He stated that PERMA identifies components of SWB that can help guide intervention
strategies and noted the possibility of inflated cross-correlations due to their use of self-report
measures. Donaldson et al. (2020) addressed Seligman’s arguments in a study with 440
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employees (M age = 40 years, SD = 12 years). The sample was approximately 56% female, and
74% white, 14% African American, and 12% Asian. Participants were divided into 220
“knowledgeable co-worker pairs” (p. 2). First, each participant provided self-report data on
measures of PERMA (Positive Functioning at Work [PF-W] scale; Donaldson, 2019) and SWB
(SWLS; Diener et al., 1985). Then, each participant provided data on their co-worker pair.
Results indicated that self-reported PERMA correlated with self-reported and co-worker reported
SWB (r = .75 and .64, respectively), although not to the same degree seen in Goodman and
colleagues’ study. Self-reported PERMA also predicted self-reported SWB (b = .84, p < .01) and
co-worker reported SWB (b = .70, p < .01), as did co-worker reported PERMA (b = .59, p < .01
and b = .90, p < .01). Although limited by their cross-sectional design, Donaldson et al. (2020)
concluded that PERMA’s ability to predict SWB lends support to Seligman’s conceptualization
of PERMA as psychological building blocks.
Kern et al. (2016) extended Seligman’s PERMA model to adolescents by assessing
Engagement, Perseverance, Optimism, Connectedness, and Happiness (EPOCH)—positive
psychological traits that, when experienced during adolescence, can promote PERMA in adults.
They define engagement as interest and absorption in activities. Perseverance involves
overcoming barriers to work towards goals; optimism entails hope for the future and evaluating
negative events as temporary, external, and situation-specific; connectedness involves healthy
and supportive relationships with others; and happiness refers to satisfaction with life and
positive emotional experiences (Kern et al., 2016). Support for the EPOCH model comes from
10 independent studies (reported in Kern et al., 2016) with youth ages 9–18 years old.
Participants completed versions of the EPOCH measure, which includes items that index each
component of EPOCH (e.g., “I get completely absorbed in what I am doing,” “I finish whatever I
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begin”). Cross-time correlations for the measure were relatively stable across three weeks (r =
.55–.71) and four months (r = .23–.61; Kern et al., 2016). Higher engagement at Time 1
predicted higher grit (rp = .19) and teacher rated cooperation (rp =.16; Kern et al., 2016). Higher
perseverance predicted higher grit (rp =.29), teacher rated cooperation (rp =.15), and GPA (rp
=.17). Higher connectedness and happiness both predicted higher GPA (rp =.29 and .15,
respectively; Kern et al., 2016). In sum, Kern and colleagues’ EPOCH measure demonstrates
how positive psychological traits during adolescence can foster PERMA over time.
Morrish et al. (2018) expanded on PERMA in their literature review on the role of
emotion regulation in positive affect. The review is grounded in Gross’ process model of
emotion regulation, which involves situation selection (e.g., planning a fun event), situation
modification (e.g., picking a beautiful location for the event), attentional deployment (e.g.,
savoring positive aspects of the event), cognitive change (e.g., thinking of how grateful you are
for the event), and response modulation (e.g., smiling and laughing; Morrish et al., 2018). A total
of 190 articles were identified and organized using thematic analysis. All articles were published
between January 1995 and June 2016 and included adolescent or young adult samples (ages 12–
30 years old). Findings indicated that use of adaptive emotion regulation strategies protected
against some of the negative effects of stress, as well as increased positive affective experiences
and social and emotional engagement (Morrish et al., 2018). Use of adaptive emotion regulation
strategies also was linked to better social adjustment (Morrish et al., 2018). Finding a sense of
purpose was associated with cognitive change. These findings not only highlight the association
between emotion regulation and predictors of well-being, but also support Fredrickson’s (2001)
broaden-and-build theory by demonstrating the important role of positive emotions in
individuals’ social and emotional functioning.
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Lastly, Furlong et al. (2014) proposed a model of adolescent well-being that focuses on
covitality, defined as “the synergistic effect of positive mental health” that results from 12
positive-psychological building blocks (p. 1013). The 12 building blocks fall into the following
four mental health domains: belief in self (i.e., self-efficacy, self-awareness, persistence), belief
in others (i.e., school support, peer support, family coherence), emotional competence (i.e.,
emotional regulation, empathy, behavioral regulation), and engaged living (i.e., gratitude, zest,
optimism; Furlong et al., 2014). Furlong and colleagues assessed these domains with the Social
and Emotional Health Survey (SEHS) for Secondary School Students, which includes items such
as “I understand why I do what I do,” “at my school, there is a teacher or some other adult who
believes that I will be a success,” and “each day I look forward to having a lot of fun.” The
administered the measure to 4,189 students in grades 8, 10, and 12 (M age = 15.1 years, SD = 1.7
years). Descriptive fit indices indicated that the model was a reasonable approximation (SRMR =
0.05; RMSEA = 0.07). There were strong positive correlations between the four mental health
domains and covitality, as well as between covitality and SWB (Furlong et al., 2014). Although
limited by the cross-sectional design and use of self-report measures, these findings support the
application of the covitality model to adolescents.
In sum, research on SWB has led to a variety of models and theories that highlight the
value of life satisfaction, positive affect, interpersonal relationships, competency, and fulfillment.
This field of study helps address limitations to the traditional model of mental health by focusing
on students’ strengths and skills to prevent mental illness and promote flourishing.
Incorporating Well-Being into Conceptualizations of Mental Health
Suldo and Doll (2021) describe SWB and IEB as “related but distinct,” summarizing
research that illustrates “the absence of psychopathology is correlated with but not equivalent to
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the presence of well-being” (p. 20). Findings from Keyes (2006) exemplify this argument. They
examined the association between SWB and IEB in a sample of 1,234 youth ages 12 to 18 years
old. Data from the 2002-2003 Child Development Supplement of the Panel Study of Income
Dynamics were used to assess emotional, psychological, and social well-being. The CDI
(Kovacs, 1992) assessed participants’ depression and conduct problems. Students were classified
along the mental health continuum described by Keyes and Martin (2017), with youth classified
as flourishing, moderately mentally healthy, or languishing. Results indicated that flourishing
youth reported fewer symptoms of depression (M = 1.3–1.4) and conduct problems (M =.29–
1.05) than youth with moderate mental health (M = 2.8–3.9 and .46–1.37, respectively). In turn,
youth with moderate mental health reported fewer symptoms of depression and conduct
problems than those identified as languishing (Keyes, 2006). Although limited by cross-sectional
data, these findings establish the association between SWB and IEB. Keyes and Martin (2017)
further highlight this relationship by describing how youth who transition from flourishing
mental health to moderate mental health are three and a half times more likely to report IEB than
those who remain flourishing.
Greenspoon and Saklofske (2001) also examined SWB and IEB in youth, resulting in
their proposal of a DFM of mental health. Within a DFM, students are classified into mental
health groups based on both negative indicators (i.e., IEB) and positive indicators (i.e., SWB).
Suldo and Shaffer (2008) describe the four resulting mental health groups as complete mental
health (low IEB, average-to-high SWB), vulnerable (low IEB, low SWB), symptomatic but
content (elevated IEB, average-to-high SWB), and troubled (elevated IEB, low SWB). The four
mental health groups have been associated with differing degrees of social, emotional, and
academic success. For example, Greenspoon and Saklofske (2001) examined a DFM in a sample
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of 407 students (M age = 10.5 years, SD = .70 years). IEB was assessed with two subscales from
Students completed the Behavior Assessment System for Children (BASC; Reynolds &
Kamphaus, 1992)—the Self Report of Personality (SRP) measured internalizing behaviors and
the Teacher Rating Scales (TRS) measured externalizing behaviors. The Multidimensional
Students Life Satisfaction Scale (MSLSS; Huebner, 1994) was used to assess life satisfaction.
Students were classified into mental health groups using national norms for IEB and samplespecific norms for SWB. Results indicated that vulnerable youth reported lower self-concepts,
lower perceived academic competence, and poorer interpersonal relationships than those with
complete mental health. Symptomatic but content youth were viewed as more socially successful
than troubled youth (Greenspoon & Saklofske, 2001). Considering both dimensions of mental
health revealed differences between mental health groups that would have been missed by
examining only one dimension (Greenspoon & Saklofske, 2001).
Suldo and Shaffer (2008) replicated the findings from Greenspoon and Saklofske’s
(2001) study with a sample of 349 middle school students (M age = 12.96 years, SD = .97 years).
Students were 60% female, 55% Caucasian, 14% African American, 12% Hispanic/Latino, 10%
multiracial, and 8% other racial/ethnic identity. To assess SWB, students completed the
Students’ Life Satisfaction Scale (SLSS; Huebner, 1991) and the Positive and Negative Affect
Scale for Children (PANAS-C; Laurent et al., 1999). Students’ levels of IEB were assessed with
the Youth Self Report (YSR) and Teacher’s Report Form (TRF) from the Achenbach System of
Empirically Based Assessment (ASEBA; Achenbach & Rescorla, 2001). Students were
classified into mental health groups using national norms for IEB and sample-specific norms for
SWB. Each mental health group again demonstrated differences in related constructs. For
example, symptomatic but content youth reported better social functioning and physical health
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than troubled youth, and students with complete mental health had better academic achievement
(test scores) than vulnerable youth (Suldo & Shaffer, 2008).
Suldo et al. (2016) further extended research on a DFM to a sample of 500 students in
Grades 9–11 (M age = 15.27 years, SD = 1.0 years). Students were 59% female, 44% White,
34% Hispanic, 8% African American, 3% Asian, 10% multiracial, and 2% other racial/ethnic
identity. Students completed the SLSS (Huebner, 1991) and the PANAS-C (Laurent et al., 1999)
to assess life satisfaction. To assess IEB, students completed the Self-Report of Personality form
(SRP-A), and teachers completed the Teacher Rating Scale (TRS-A) of the Behavior Assessment
System for Children, Second Edition (BASC-2; Reynolds & Kamphaus, 2004). As done in
previous research, students were classified into mental health groups using national norms for
IEB and sample-specific norms for SWB. Findings indicated that SWB served as a protective
factor for youth with elevated IEB, with symptomatic but content youth reporting better
outcomes (e.g., academics, social adjustment, physical health) than troubled youth. Additionally,
academic achievement was more closely associated with IEB than SWB. Although limited by the
cross-sectional design, the results demonstrate how SWB and IEB are distinct variables that both
contribute to students’ mental health status.
Importance of Well-Being during Middle School
A DFM of mental health highlights two groups of students the traditional model
overlooks or misunderstands—vulnerable youth and symptomatic but content youth. Vulnerable
youth demonstrate low levels of SWB in the absence of IEB, whereas symptomatic but content
youth demonstrate high levels of SWB despite IEB.
Prevalence of Subgroups from a DFM
Research applying a DFM to middle school has found that notable numbers of students
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fall into both categories. For example, Suldo and Shaffer (2008) classified 57% of middle school
students in their sample (described above) as complete mental health, 13% as vulnerable, 13% as
symptomatic but content, and 17% as troubled. Lyons et al. (2012) applied a DFM to 990
students in Grades 6–12 (M age = 14.62 years, SD = 2.06 years). Students were 64% female and
58% African American, 35% White, and 7% other racial/ethnic identity. Approximately 60% of
students were eligible for free or reduced-price school meals. Students completed the SLSS
(Huebner, 1991) to assess life satisfaction and the YSR (Achenbach, 1991) to assess IEB. They
were classified into mental health groups using cut-scores from Antaramian et al. (2010).
Approximately 64% of students were classified as complete mental health, 7% as vulnerable, 9%
as symptomatic but content, and 20% as troubled (Lyons et al., 2012).
Kelly et al. (2012) followed a sample of 730 7th and 8th grade students (ages 11–15 years
old) across two time points five months apart. Participants were 51% female and 27% African
American, 4% Asian, 60% White, 2% Hispanic, and 7% other race/ethnicity. Approximately
21% of students were eligible for free or reduced-price school meals. To assess SWB, the
researchers created a composite variable of students’ standardized scores on the SLSS (Huebner,
1991) and PANAS-C (Laurent et al., 1999). T-scores ≤ 40 indicated low SWB. To assess IEB,
the researchers used the Self-Report Coping Scale (SRCS; Causey & Dubow, 1992). T-scores
≥ 60 indicated elevated IEB). Across the two time points, 64–68% of students were identified as
complete mental health, 8–9% as vulnerable, 16–20% as symptomatic but content, and 7–8% as
troubled. Using the same classification methods, Xiong et al. (2017) found slightly larger
proportions of vulnerable youth in a sample of 531 Chinese adolescents (M age = 14.65 years,
SD = 1.96 years) followed across two time points four months apart. They assessed SWB with
the SWLS (Diener et al., 2015) and PANAS (Watson et al., 1988), and assessed IEB with the
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YSR (Achenbach, 1991). Across the two time points, 61–62% of students were identified as
complete mental health, 19–21% as vulnerable, 9% as symptomatic but content, and 9–11% as
troubled. Taken together, these four studies suggest that almost one-third of youth report low
SWB, and that the vulnerable and symptomatic but content groups may each account for about
one-tenth to one-fifth of youth within a DFM.
Advantages in Functioning Observed Among Subgroups with Elevated SWB
Research comparing membership in the complete mental health group to membership in
the vulnerable group demonstrates how students with complete mental health report better
outcomes. For example, Antaramian et al. (2010) found that students with complete mental
health had significantly higher levels of behavioral, emotional, and cognitive engagement, as
well as higher GPAs. Their sample included 764 7th and 8th grade students (54% female; 64%
Caucasian, 30% African American, 20% Asian, 1% Hispanic, and 3% other racial/ethnic
identity; about 21% eligible for free or reduced-price school meals). SWB status was determined
based on life satisfaction (measured with the SLSS; Huebner, 1991) and affect (measured with
the PANAS-C; Laurent et al., 1999). Suldo and Shaffer (2008) found similar results, with the
complete mental health group demonstrating significantly higher reading levels on the Florida’s
Comprehensive Assessment Test (FCAT), fewer school absences, better academic selfperceptions, stronger motivation/self-regulation, and higher valuing of school. Suldo et al. (2016)
also found that, among high school students, a complete mental health status was associated with
better academic self-perceptions and higher valuing of school, as well as better attitudes toward
school (e.g., sense of belonging), when compared to the vulnerable group.
DiLeo (2022) examined the association between mental health status and academic
outcomes in a sample of 328 9th grade students (66% female; 43% white, 7% black, 23%
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Hispanic, 15% Asian, and 13% multi-racial) in Advanced Placement courses or the International
Baccalaureate Diploma program. SWB was measured with the SLSS (Huebner, 1991) and
PANAS-C-10 (Ebesutani et al., 2012). When compared to students with complete mental health,
membership in the vulnerable group at the start of 9th grade was linked to concurrent lower levels
of behavioral, affective, and cognitive engagement. The vulnerable group also reported lower
affective engagement at the end of 9th and 10th grade (p < .0001 and p = .006, respectively),
lower cognitive engagement in 10th grade (p = .001) and trended toward lower behavioral
engagement at the end of 9th grade (p = .04). The same students demonstrated declines in GPA in
10th grade. Thus, research indicates that youth with complete mental health tend to demonstrate
higher levels of student engagement, better attitudes toward school, and improved academic
achievement over time when compared to vulnerable youth. Given the goals of educators toward
high academic achievement for all students, such findings support the importance of directing
attention to student SWB in schools.
Students with complete mental health also report better social adjustment, identity
development, and physical health than vulnerable youth. Regarding social adjustment,
Antaramian et al. (2010) found that students in the complete mental health group tended to
demonstrate higher levels of family and peer support for learning, as well as better teacherstudent relationships, when compared to vulnerable youth. Suldo and Shaffer (2008) found that
complete mental health was linked to better perceptions of social support from peers and parents
compared to the vulnerable group. Suldo et al. (2016) found similar results, with complete
mental health significantly related to higher social support from peers, parents, and teachers, as
well as greater satisfaction with dating experiences, when compared to the vulnerable group.
Regarding identity development, Suldo et al. (2016) found that students with complete mental
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health demonstrated greater clarity of self-concept, self-esteem, and involvement in meaningful
activities than the vulnerable group. Regarding physical health, students with complete mental
health tended to report better feelings toward their health (Suldo & Shaffer, 2008; Suldo et al.,
2016), less frequent illness (Suldo & Shaffer, 2008), and fewer restrictions to family activities
due to health reasons than the vulnerable group (Suldo & Shaffer, 2008). In sum, these
comparisons of students with the same low level of IEB but different levels of SWB illustrate
that low SWB is linked to poorer student outcomes during adolescence, even in the absence of
IEB.
Developmental Trends in SWB During Middle School
Middle school marks the start of adolescence—a time of physical, social, and emotional
change. Dahl et al. (2018) describe adolescence as “a second period of rapid growth and
foundational learning,” as students experience the start of puberty, develop a greater
understanding of abstract concepts, seek out novel experiences, focus on their self-identity, and
strengthen their social competencies (p. 441). Research associates the skills students build during
adolescence, as well as the challenges they face, with long-term social, economic, and physical
outcomes. For example, Dahl et al. (2018) argue that difficulties during adolescence are linked to
increased risk-taking behavior and health related risk factors (e.g., smoking, unhealthy eating)
during adulthood. Using a cost benefit analysis, Sheehan et al. (2017) found that investing in
interventions focused on adolescents’ mental and physical health yielded ongoing economic and
social benefits. The developmental and social changes students experience during adolescence,
coupled with the long-term effects this period can have on their lives, highlights the need to
focus on fostering students’ SWB during middle school.
Although some research suggests students experience increases in SWB during
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adolescence, a preponderance of studies illustrate declines in SWB during this developmental
period. Lewis et al.’s (2011) sample of 864 7th and 8th grade students (M age = 12.68 years, SD =
.67 years) demonstrated a slight increase in mean life satisfaction (measured with the SLSS;
Huebner, 1991) across 5 months. It is possible these results were influenced by school-specific
factors, as participants were sampled from a single school. Students with low life satisfaction
also were more likely to withdraw from the study at Time 2. Conversely, Goldbeck et al. (2007)
examined changes in life satisfaction in a sample of 1,274 German students (52% male) ages 11–
16 years old. Students indicated their satisfaction with friends, hobbies, general health, money,
school, living conditions, family, and partnership/sexuality on the adolescent version of the
Questions on Life Satisfaction (Henrich & Herschbach, 2000). Results showed that life
satisfaction significantly decreased across age groups. Antaramian and Huebner (2009) followed
a sample of 84 students (65% female, 48% eligible for free or reduced-price school meals) from
8th to 10th grade. They measured domain-specific life satisfaction with the MSLSS (Huebner,
1994). Results revealed that satisfaction with living environment significantly decreased between
9th and 10th grade. Satisfaction with family, friends, school, and self also decreased over time, but
not to a significant degree. Waters et al. (2019) followed 202 adolescents (M age = 12.97 years,
SD = 0.91 years, 48% female) across three time points six to eight months apart. They assessed
life satisfaction with the Satisfaction with Life Scale for Children (SWLS-C; Gadermann et al.,
2010) and assessed positive and negative affect with the PANAS-C (Ebesutani et al., 2012).
Results suggested both life satisfaction and positive affect significantly declined across the three
time points, while negative affect increased significantly. Given these findings of generally
declining SWB during the middle school years, it is important researchers understand how to
best target students’ SWB during adolescence.
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Improving Mental Health Through Positive Psychology Interventions
Best practices in student mental health supports are increasingly conceptualized within a
multitiered model. Tier 1 involves universal mental health services for all students, which can be
implemented schoolwide or classwide (Doll et al., 2021). Tier 2 involves selective services for
youth who continue to struggle or show room for growth, despite receiving universal services
(i.e., selective services; Doll et al., 2021). Tier 3 involves intensive services for youth who
continue to struggle despite receiving universal and selective services (Doll et al., 2021).
Applying a DFM to tiered mental health supports involves promoting well-being in addition to
decreasing IEB (Doll et al., 2021). At Tier 1, this could include positive behavior intervention
and supports (PBIS; Sugai & Horner, 2002) or classwide curriculums (e.g., Strong Minds;
Burckhardt et al., 2016) that foster positive relations and reduce internalizing and externalizing
concerns (Doll et al., 2021). A few but growing number of studies illustrate that some
schoolwide and classwide positive psychology programs help increase SWB in addition to
positively impacting relationships and IEB (e.g., the Maytiv Program [Shoshani & Steinmetz,
2014; Shoshani et al., 2016]). At Tier 2, students may participate in targeted interventions such
as Check-in/Check-out, which can be designed to increase positive behaviors as well as decrease
disruptive behaviors (Doll et al., 2021). Finally, positive psychotherapy (PPT; Rashid &
Seligman, 2018) is an example of a Tier 3 intervention that targets IEB through a positive
psychology lens.
The following section will review the effects of positive psychology interventions (PPIs;
also called positive activities), which can be implemented across tiers. Research indicates
happiness is partially fostered through intentional actions and cognitive processes (Lyubomirsky
et al., 2005; Sheldon & Lyubomirsky, 2019). PPIs therefore teach participants activities that
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promote characteristics seen in happy people, such as gratitude, kindness, and hope
(Lyubomirsky & Layous, 2013). PPIs also may facilitate use of character strengths—personal
qualities linked to positive outcomes for oneself and one’s community—to increase curiosity and
absorption (i.e., engagement, a component of PERMA; Duckworth et al., 2005; Niemiec, 2017).
PPIs can focus on one positive activity (i.e., single target PPIs) or incorporate multiple positive
activities (i.e., multitarget PPIs).
Single Target PPIs
Several studies have examined the impact of PPIs that focus on a single factor that
influences well-being (i.e., single target PPIs). For example, Marques et al. (2011) examined the
effectiveness of a five-week, small group PPI—Building Hope for the Future (Lopez et al.,
2000)—that fosters hope through recognizing and planning for future goals. A total of 62
students from Portugal (M age = 10.96 years, SD = .31 years; 100% Caucasian) participated in
the study (31 in the intervention group, 31 in the control group). The SLSS (Huebner, 1991) was
used to assess life satisfaction and the Mental Health Inventory (MHI-5), developed for the Rand
Health Insurance Experiment in 1975, was used to assess psychological well-being and
psychological distress. Results indicated that students who participated in the intervention
reported significant increases in life satisfaction from pre- to post-test, t(60) = -4.49 (p < .001).
These increases were sustained at 18-month follow-up. The control group reported no significant
change in life satisfaction. Neither intervention nor control group demonstrated significant
changes in MHI-5 ratings. The study was limited by the homogeneous sample and lack of a
comparison intervention. Nonetheless, the findings suggest that hope-based PPIs can improve
youth’s life satisfaction.
Quinlan et al. (2015) examined a single target, classwide PPI—Awesome Us—that
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focuses on learning about, identifying, and using signature strengths. Participants were 196
students (137 in intervention group, 59 in control group) from nine classrooms located in six
schools in New Zealand. The sample ranged in age from 8–12 years old and was 45% female and
69% New Zealand European. The six-session intervention was delivered by Quinlan, with two
teachers as facilitators. Students completed the SLSS (Huebner, 1991) to assess life satisfaction
and completed the International Positive and Negative Affect Schedule-Short Form (I-PANASSF; Thompson, 2007) to assess affect. Findings revealed that students in the intervention group
demonstrated higher positive affect at three-month follow-up than the control group (difference =
.34, d = .48); however, the groups did not differ significantly on negative affect or life
satisfaction. Although participants were not randomly assigned to intervention or control group,
the results show some benefit from school-based PPIs targeting character strengths.
Carter et al. (2018) reported on two studies that examined the effectiveness of a one-week
positive activity focused on positive thinking, in which students completed a daily diary entry of
good things that happened and why they thought they occurred. A total of 606 elementary school
students (M age = 9.82 years, SD = .73 years) participated in Study 1 and 72 elementary school
students (M age = 9.60 years, SD = .94 years) participated in Study 2. All students lived in North
Wales. In Study 1, the implementation of the intervention was staggered across three phases,
each with a different cluster of students. In Study 2, the intervention group was compared to a
control group. Participants in both studies completed measures of subjective happiness (short
form of the Oxford Happiness Questionnaire [OHQ]; Hills & Argyle, 2002) and depression
(CES-D for Children; Weissman et al., 1980). Results from both studies indicated that
participants in the intervention group significantly increased in subjective happiness at postintervention (in Study 1, F[1,165] = 5.18, p < .05; in Study 2, F[1,31] = 10.54, p = .003), and
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that the increase was maintained at three-month follow-up. Study 1 also found a significant
decrease in depression for the intervention group, F(1,615) = 24.69, p < .01, but this outcome
was not statistically significant in Study 2. Completing a one-week positive thinking journal
therefore appeared to benefit elementary school students’ happiness over time.
In another example, Layous et al. (2012) investigated whether a four-week PPI focused
on acts of kindness increased happiness in youth ages 9–11 years old (M = 10.6 years).
Participants were 415 students from 19 classrooms in Vancouver. The intervention group was
asked to engage in three acts of kindness each week for four weeks, whereas the control group
was instructed to visit three places of their choice during that time. Life satisfaction was assessed
with the SWLS-C (Gaderman et al., 2010), happiness was assessed with the SHS for children
(Holder & Klassen, 2010), and positive affect was assessed with the PANAS (Laurent et al.,
1999). Students in both the intervention and control groups demonstrated significant increases in
positive affect from pre- to post-intervention (γ00 = .15, SE = .04, t(17) = 3.66, p < .001), as well
as slight increases in life satisfaction (γ00 = .09, SE = .05, t(17) = 1.73, p = .08) and happiness
(γ00 = .11, SE = .08, t(17) = 1.50, p = .13). There were no significant differences between the
intervention and control groups on these measures; however, the intervention group had a larger
increase in peer acceptance (assessed using peer nominations) than the control group (γ 00 = .83,
SE = .39, t(17) = 2.10, p = .05). These findings suggest that acts of kindness alone may not
improve students’ well-being any more than visiting desired places throughout the week.
In sum, single target PPIs yielded notable and lasting increases in youth’s life satisfaction
(Marques et al., 2011), positive affect (Quinlan et al., 2015), and subjective happiness (Carter et
al., 2018). Some PPIs were associated with slight decreases in depression (Carter et al., 2018)
and increases in peer acceptance (Layous et al., 2012). No individual PPI promoted increases in
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multiple domains of SWB. For example, Awesome Us (Quinlan et al., 2015)—a PPI focused on
character strengths—yielded increases in positive affect but not life satisfaction. Building Hope
for the Future (Marques et al., 2011) yielded increases in life satisfaction but not psychological
well-being. Thus, the specific benefits of PPIs varied across interventions.
Multitarget PPIs
Carr et al. (2020) conducted a recent meta-analysis on the effectiveness of single target
PPIs versus multitarget PPIs (i.e., PPIs that incorporate at least two positive activities) in
increasing well-being and decreasing negative indicators of mental health (e.g., depression,
anxiety, stress). The analysis included 347 studies on PPIs (70% on single target PPIs, 30% on
multitarget interventions) that were published between 1980 and 2018, with a total of 72,356
participants from 41 countries. Participants had a mean age of 36.75 years (SD = 21.16 years)
and 20% of studies focused on children or adolescents. Approximately 88% of participants
identified as female, 52% as low socioeconomic status (SES), and 30% as an ethnic minority.
Results indicated that type of intervention significantly moderated intervention effectiveness,
with multitarget PPIs yielding a larger effect size for well-being (g = .49, z = 9.69, p < .001) than
single target PPIs (g = .36, z = 16.08, p < .001). Multitarget PPIs also yielded larger effect sizes
for depression, anxiety, and stress (g = -.75 to -.49) when compared to single target PPIs (g = .59 to -.33). Thus, despite some methodological issues with a few studies included in the metaanalysis, PPIs appear to be more effective if they include multiple positive activities. The
following paragraphs describe some multitarget PPIs for youth.
Personal Well-Being Lessons (PWBL). The Personal Well-Being Lessons curriculum
(PWBL; Boniwell & Ryan, 2012) is an example of a multitarget PPI that was developed for use
with middle school students. The manualized curriculum involves 18 classwide bi-weekly
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lessons that are 50 minutes each. Lessons focus on positive emotions and relationships, and
include activities related to hope, savoring, character strengths, forgiveness, kindness, and
gratitude. Boniwell et al. (2015) examined the efficacy of Personal Well-Being Lessons with a
sample of 164 7th grade students (50% female) from two schools in England. Gender was the
only demographic variable reported. Students in one school participated in the intervention,
while students in the other school received a general health curriculum. Although students did
not demonstrate significant changes in global life satisfaction (measured with the SLSS;
Huebner, 1991) from pre- to post-intervention, students in the control group demonstrated larger
decreases in satisfaction with self and friends (assessed with the MSLSS; Huebner, 1994).
Additionally, students in the control group demonstrated larger decreases in positive affect and
larger increases in negative affect (both assessed with the PANAS-C; Laurent et al., 1999). One
limitation to the study was the lack of randomization. For example, Boniwell et al. (2015) noted
that changes at the intervention school, which were unrelated to the study, may have contributed
to a greater decrease in satisfaction with school in the intervention group when compared to the
control group. Nonetheless, the findings suggest that Personal Well-Being Lessons may protect
students from deteriorations in life satisfaction and affect that are characteristic of early
adolescence (Boniwell et al., 2015; Waters et al., 2019).
Maytiv Program. The Maytiv Program is another multitarget PPI that has been
evaluated with samples of middle school students. The intervention incorporates activities
grounded in Seligman’s PERMA model and involves 15 90-minute sessions implemented biweekly. Like Personal Well-Being Lessons, the Maytiv Program is implemented by teachers at
the classwide level. Shoshani and Steinmetz (2014) examined the effectiveness of the Maytiv
Program with a longitudinal study (four time points 6–9 months apart). At Time 1, there were

29

1,167 participants from two middle schools (one intervention, one control) in Israel (M age =
13.68 years, SD = .64 years). A total of 1,038 participants were included in the longitudinal
analyses. Approximately 98% of these students were Jewish (4% Orthodox, 21% traditional,
75% secular), 20% were high SES, 57% were middle SES, and 23% were low SES. Global life
satisfaction was measured with the SWLS (Diener et al., 1985). IEB and thought problems were
measured with the Brief Symptom Inventory (BSI; Derogatis & Spencer, 1982). While students
in the control group reported increases in IEB and thought problems from Time 1 to Time 4,
students who participated in the Maytiv Program reported decreases in psychological distress,
depression, and anxiety (mean change ranged from -.08 to -.22, d = .17–.45; Shoshani &
Steinmetz, 2014). The intervention and control groups did not differ significantly regarding
changes in life satisfaction. Although classrooms were not randomized to intervention or control
group, the findings suggest that targeting multiple factors associated with well-being may
positively affect students’ IEB and thought problems.
Shoshani et al. (2016) examined the effects of the Maytiv Program in a second sample of
2,517 students from 70 7th,8th, and 9th grade classrooms in six schools in Israel (M age = 13.54
years, SD = .67 years). Classrooms within each school were matched based on age, gender, and
academic level. Within each pair, one school was randomly assigned to the intervention group
and one school was randomly assigned to the control group, resulting in thirty-five classrooms in
each group. At baseline, post-intervention, 8-month follow-up, and 1-year follow-up, students
completed measures of life satisfaction (SWLS; Diener et al., 1985), positive and negative affect
(PANAS; Watson et al., 1988), and relationships with peers (Friends subscale of the revised
School Adjustment-Child questionnaire; Conduct Problems Prevention Research Group, 1997).
Hierarchical linear modeling indicated that participation in the Maytiv Program was linked to
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significant increases in positive affect (b = .112, p < .001), decreases in negative affect (b = .147, p < .001), and increases in positive relations with peers (b = .062, p < .001). Like Shoshani
and Steinmetz (2014), there were no differences in life satisfaction between the intervention and
control groups. Although limited by the lack of randomization to intervention or control group,
the study lends support to the Maytiv Program’s positive effect on students’ affective well-being.
Positive Psychotherapy (PPT). Unlike the universal multitarget PPIs discussed above
that were evaluated in samples of all students in a given class or school, positive psychotherapy
(PPT; Rashid & Seligman, 2018) was developed for adults with severe depression (Seligman et
al., 2006). Seligman’s (2002, 2011) PERMA model and character strengths (Peterson &
Seligman, 2004) serve as theoretical orientations for the intervention, which emphasizes the
therapeutic relationship and participants’ strengths and ability to grow (Rashid & Seligman,
2018). PPT consists of 15 sessions that target identifying and using signature strengths, focusing
on the positive, and finding purpose. Seshadri et al. (2021) conducted a meta-analysis that
compared PPT to mindfulness-based cognitive therapy (MBCT) and acceptance and commitment
therapy (ACT). They evaluated 15 RCTs (7 on MBCT, 4 on ACT, and 4 on PPT) that assessed
depression with measures like the Hamilton Rating Scale for Depression (HRSD; Hamilton,
1960) and Beck Depression Inventory-Second Edition (BDI-II; Beck et al., 1996). Participants
had a mean age of 43 years. Findings indicated that PPT performed as well as MBCT and ACT
(g = .09) and was linked to better outcomes for adults with moderate depression (g = .27), but not
for adults with mild or severe depression.
Rashid and Anjum (2008) describe an unpublished pilot study on the utility of PPT with
middle school students from one school in Toronto, Ontario, conducted by Rashid and
colleagues in 2006. Participants received an 8-session adaptation of the intervention and
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completed the CDI (Kovacs, 1979), SLSS (Huebner, 1991), and Positive Psychotherapy
Inventory-Children’s Version (PPTI; Rashid & Anjum, 2008), which assesses well-being based
on PERMA. Participants were 22 students (11 in intervention, 11 in control) with a mean age of
11.77 years (SD = .69 years). The sample was 42% female. Findings revealed that students in the
intervention group demonstrated significant increases on the PPTI (d = .90). There were no
significant changes on the SLSS or CDI, although the authors note that participants were already
in the non-depressive range at baseline. Mahmoudi and Khoshakhlagh (2018) also examined the
effects of PPT in an adolescent sample from Isfahan, Iran. Participants were 13–17 years old and
were randomly assigned to the intervention group or no-intervention control group. Well-being
was assessed with the short version of the Psychological Well-Being Inventory (Ryff, 1989),
which evaluates self-acceptance, positive relationships, autonomy, environmental mastery,
purpose, and individual development. A repeated measures ANOVA indicated that participants
receiving PPT significantly increased in well-being compared to the control group (p < .0001).
Taken together, the studies described by Rashid and Anjum (2008) and Mahmoudi and
Khoshakhlagh (2018) support the use of PPT with adolescents demonstrating elevated symptoms
of depression.
Well-Being Promotion Program (WBPP). The Well-Being Promotion Program
(WBPP; Suldo, 2016) was designed as a small group, targeted intervention for middle school
students who have room for growth in an indicator of subjective well-being. The intervention is
led by a school-based mental health professional includes 10 core sessions that foster students’
interpersonal relationships and teach positive activities to increase happiness about the past (i.e.,
gratitude), present (i.e., savoring, acts of kindness, signature strengths), and future (i.e.,
optimism, hope). Suldo et al. (2014) examined the effects of the WBPP in a sample of 40 6 th
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grade students (M age = 11.43 years, SD = .55 years). Students were invited to participate if they
had mean scores of less than 6 on the Brief Multidimensional Students' Life Satisfaction Scale
(BMSLSS; Seligson et al., 2003), which assesses domain-specific life satisfaction on a sevenpoint scale (range of mean scores: 1–7). Participants were randomly assigned to either
intervention (20 students) or waitlist control (20 students). The intervention group was 30%
Hispanic/Latino, 25% Caucasian, 25% Asian, 15% African American, and 5% Native American.
The control group was 30% Hispanic/Latino, 40% Caucasian, 5% Asian, 5% Native American,
10% multi-racial, and 10% other racial/ethnic identity. Students completed measures of life
satisfaction (SLSS; Huebner, 1991), affect (PANAS-C; Laurent et al., 1999), and IEB (YSR;
Achenbach & Rescorla, 2001) at baseline, post-intervention, and 6-month follow-up. A repeated
measures ANOVA revealed the intervention group significantly increased in life satisfaction
from pre- to post-intervention, F(1, 19) = 4.81, p = .041. There were no significant changes in
life satisfaction from post-intervention to follow-up, F(1,19) = .93, p = .348, indicating increases
were maintained. There were no significant changes in affect or IEB. Despite the small sample
size, these findings support the use of the WBPP to increase middle school students’ life
satisfaction and emphasize how life satisfaction and IEB are distinct concepts.
Roth et al. (2017) investigated an expanded WBPP with a sample of 42 7th grade students
(ages 11–13 years old; 50% female) from one middle school. The expanded intervention
included the 10 core WBPP sessions, as well as two follow-up sessions held approximately
monthly following conclusion of the core sessions. Parents participated in a one-hour
psychoeducation session at the start of the core intervention and received weekly handouts
following each session. Students in the sample were 83% white, 10% African American, 2%
Asian Pacific Islander, and 5% other racial/ethnic identity. Approximately 21% of students were
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eligible for free or reduced-price school meals. Only students with scores of 6 or less on the
BMSLSS (Seligson et al., 2003) were invited to participate. Participating students were
randomly assigned to intervention (21 students) or waitlist control (21 students). Students
completed measures of life satisfaction (SLSS; Huebner, 1991), affect (PANAS-C; Laurent et al.,
1999), and IEB (Brief Problem Monitor-Youth [BPM-Y]; Achenbach et al., 2011) at baseline,
post-intervention, 5-week follow-up, and 7-week follow-up. Piecewise growth modeling
indicated that participation in the WBPP was linked to greater increases in life satisfaction and
positive affect and steeper decreases in negative affect. The average difference in change from
pre- to post-intervention for the intervention and control groups was .52 for life satisfaction (p <
.05, ES = .53), .63 for positive affect (p < .001, ES = .76), and -.37 for negative affect (p < .05,
ES = .48). Improvements in positive affect, but not life satisfaction or negative affect, were
maintained to a significant degree at seven-week follow-up. Differences between intervention
and control were not significant for changes in internalizing or externalizing concerns, although
both domains decreased more for the intervention than control group (ES = .37 for both). These
results replicated findings of increases in life satisfaction associated with participation in the
WBPP and suggest that delivering follow-up sessions and including parents in the intervention
helped boost the beneficial effects of the WBPP by expanding the indicators of SWB that
showed positive effects of intervention.
In sum, there are several multitarget PPIs that have been shown to increase middle school
students’ well-being (e.g., Mahmoudi & Khoshakhlagh, 2018; Roth et al., 2017; Suldo et al.,
2014), prevent developmental decreases in happiness (e.g., Boniwell et al., 2015), and/or reduce
IEB (e.g., Shoshani & Steinmetz, 2014). Most research on these interventions has focused on
comparing the overall outcomes of students in intervention groups to students in control groups,
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in the absence of looking for features of the intervention group that may moderate efficacy.
There is a need for additional research on which students—if any—in the intervention groups
tend to benefit the most.
Role of Internalizing and Externalizing Behaviors in PPIs
Few studies have examined the degree to which baseline IEB influences the effect of
PPIs on well-being. Since even fewer studies have included child or adolescent samples, this
section largely focuses on studies conducted with adults. The section begins with a review of
meta-analyses. Each meta-analysis compared studies focused on participants with IEB to studies
that did not require IEB for participation. None of the meta-analyses included individual studies
that directly compared participants with IEB to participants without IEB. The section then turns
to individual studies that examined the effects of baseline characteristics (e.g., severity of
depressive symptoms) on SWB outcomes for adults who participating in PPIs.
Sin and Lyubomirsky (2009) conducted a meta-analysis that examined how depression
status moderated well-being outcomes for individuals who participated in PPIs. They examined a
total of 49 studies (n = 4,235 across all studies) that included well-being outcomes, assessed with
measures such as the BMSLSS (Seligson et al., 2003), SHS (Lyubomirsky & Lepper, 1999), and
SWLS (Diener et al., 1985). Twelve studies assessed baseline depression, using measures such
as the BDI-II (Beck et al., 1996), Clinical Interview for Depression (CID; Paykel, 1984), and
HRSD (Hamilton, 1960). Thirty-four studies were identified as “nondepressed” samples,
meaning symptoms of depression were not required for participation in the study (Sin &
Lyubomirsky, 2009, p. 470). Of studies that specified the age of their sample, three focused on
children or adolescents, 26 on young adults, 15 on middle adults, and three on older adults. PPIs
included a variety of topics, such as gratitude, forgiveness, positive writing, mindfulness,
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kindness, and strengths. A fixed effects moderator analysis indicated that studies with depressed
samples demonstrated larger gains in well-being than studies with “nondepressed” samples (z =
4.39, p < .001; Sin & Lyubomirsky, 2009, p. 470). The meta-analysis was limited by (a) the
small number of school-aged samples, which were all classified as nondepressed, and (b) the
assumption that studies that did not specify depressive symptoms in their inclusion criteria
included solely nondepressed participants.
Bolier et al. (2013) expanded on Sin and Lyubomirsky’s (2009) study with a metaanalysis that examined the moderating effect of IEB on subjective and psychological well-being
outcomes. The analysis included 39 studies (28 assessing SWB, 20 assessing psychological wellbeing) with a total of 6,139 college and adult participants. Four studies were conducted with
samples that reported elevated IEB (e.g., mild to moderate symptoms of depression, diagnosis of
Major Depressive Disorder [MDD], diagnosis of Generalized Anxiety Disorder [GAD]) and 24
studies did not require IEB for participation. Measures of well-being focused on affect and hope.
Studies that assessed IEB used measures of depression and anxiety, such as the BDI (Beck et al.,
1961) and CID (Paykel, 1984). A variety of interventions were classified as PPIs, including
activities focused on hope, optimism, kindness, gratitude, and savoring (Bolier et al., 2013).
Unlike Sin and Lyubomirsky (2009), Bolier et al. (2013) found no significant differences in
SWB for samples with IEB and samples that did not assess baseline IEB (Q = .10, df = 1, p =
.76) or psychological well-being (Q = 1.93, df = 1, p = .17). Studies with samples that reported
baseline IEB yielded a slightly larger effect size for psychological well-being (d = .59, p < .05)
when compared to studies that did not require IEB for participation; d = .17, p < .001). These
findings may reflect the study’s stricter inclusion criteria (e.g., only randomized controlled trials
[RCTs], no mindfulness-based interventions), or the inclusion of additional studies conducted

36

after 2009. Additionally, Bolier et al. (2013) excluded youth and school-based interventions,
meaning their findings may not generalize to school populations.
Weiss et al. (2016) also examined the moderating role of IEB, with a focus on studies
involving behavioral interventions that target well-being (e.g., PPIs, well-being therapy, ACT,
mindfulness-based interventions). The meta-analysis included 27 RCTs published between 1998
and 2014. Weiss and colleagues classified thirteen studies as “clinical samples” (2006, p. 6). Of
these, 11 focused on internalizing behaviors and 2 focused on physical impairments. They
classified 14 studies as non-clinical samples, meaning IEB were not required for participation.
There was a total of 3,579 participants ages 11–79 years old. Three studies focused on adolescent
populations. Results indicated that “clinical samples” demonstrated larger effects on well-being
than non-clinical samples (Q = 6.11, df = 1, p = .013; Weiss et al., 2016, p. 6). Weiss et al.
(2016) proposed that the difference in outcomes may reflect the clinical samples’ larger room for
growth. Although limited by the use of self-report measures, inclusion of physical impairments
in the definition of clinical samples, and a focus on adult populations, the findings support those
of Sin and Lyubomirsky (2009) and indicate that the presence of internalizing behaviors are
associated with greater benefits from PPIs.
Carr et al.’s (2020) meta-analysis, described above, also compared the effects of PPIs for
samples with “clinical problems” (103 studies) to the effects of PPIs for samples that did not
require clinical problems for participation (244 studies, p. 6). Clinical problems included
physical impairments such as chronic pain (47 studies) and “mental health conditions” (56
studies), such as internalizing behaviors (e.g., depression, mood disorders, anxiety), externalizing
behaviors (e.g., alcohol and drug use disorders), and thought problems (e.g., impairment in
cognitive functioning; Carr et al., 2020, p. 6). Results indicated that samples with “clinical

37

problems” demonstrated significantly larger effect sizes for well-being (g = .57, z = 7.74, p <
.001) than samples that did not require clinical problems for participation (g = .36, z = 17.05, p <
.001; Carr et al., 2020, p. 6). Although the study does not differentiate between IEB, thought
problems, and physical concerns, the results suggest that PPIs are associated with better
outcomes for participants with IEB.
A meta-analysis by Geerling et al. (2020) investigated the effects of PPIs in 16 studies (9
RCTs) with adults (n = 729 across all studies) diagnosed with MDD (45% of participants),
schizophrenia (35%), bipolar disorder (10%), borderline personality disorder (4%),
schizoaffective disorder (2%), or other not specified disorders that required long-term treatment
(2%). Of these diagnoses, MDD, bipolar disorder, and schizoaffective disorder involve
internalizing behaviors (APA, 2013). Participants in intervention and control groups had mean
ages of 42.0 and 43.2 years, respectively, and were 53.8% and 67.9% female, respectively. The
most common measures used to assess well-being outcomes were the SWLS (Diener et al.,
1985), PANAS (Watson et al., 1988), Savoring Belief Inventory (SBI; Bryant, 2003), and SelfCompassion Scale (SCS; Neff, 2003). Studies also assessed internalizing behaviors and thought
problems (e.g., BDI-II [Beck et al., 1996], HRSD [Hamilton, 1960], Brief Psychiatric Rating
Scale [Overall & Gorham, 1962]). Findings suggested that PPIs had a moderate effect on wellbeing (g = .40, p < .001) and a large effect on internalizing behaviors and thought problems (g =
-.70, p < .001). Participants with MDD demonstrated better well-being outcomes than those with
schizophrenia (Q = 4.52, df = 1, p < .05) or multiple diagnoses (Q = 9.30, df = 1, p < .01). One
limitation to the meta-analysis was the inclusion of studies that incorporated elements of CBT in
addition to positive psychology, which may prevent the findings from generalizing to more
traditional PPIs.
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Few individual studies have examined the effect of IEB on SWB outcomes for PPIs as
evidenced by the study sample. The next sections delve into those few studies in detail, given
their relevance to the current study. Harbaugh and Vasey (2014) examined the effects of a twoweek daily gratitude exercise that asked participants to make daily lists of events. Participants
were 164 undergraduate students from a large Midwestern university who ranged in age from 18
to 54 years old (M age = 19.53 years, SD = 3.52 years). The sample was 81.6% Caucasian, 5.7%
African American, 3.9% Hispanic, and 3.1% mixed race. Participants completed the CES-D
(Radloff, 1977) to assess symptoms of depression. They completed the SHS (Lyubomirsky &
Lepper, 1999) to assess overall happiness, happiness relative to peers, and how well descriptions
of happy and unhappy people characterized them. Participants also completed the Adapted
Differential Emotions Scale (ADES; Fredrickson et al., 2003), which assesses experiences of
positive and negative emotions, and the Gratitude Questionnaire-6 (GQ-6; McCullough et al.,
2002). Participation in the gratitude intervention did not significantly predict change in outcome
variables when compared to control, but results revealed moderate correlations between baseline
depressive symptoms and post-intervention happiness (r = -.65, p < .01) and gratitude (r = -55, p
< .01). These findings suggest that baseline IEB may play a role in SWB outcomes for PPIs.
In 2015, Sergeant and Mongrain examined the effects of online PPIs in two samples.
Sample 1 consisted of 3,460 Canadian adults who each repeated one positive activity every day
for one week (M age = 33 years, SD = 11 years; 79% white). Possible positive activities involved
three good things, positive reinterpretation, self-compassion, gratitude, listening to music,
signature strengths, compassionate action, or a letter from your future self. Sample 2 consisted of
3,465 Canadian adults who each repeated one positive activity every day for three weeks (M age
= 32 years, SD = 12 years; 44% white, 33% Asian, 5% Black, 4% East Indian, 3% Middle
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Eastern, 3% Hispanic, 1% Aboriginal/Inuit, 4% mixed heritage, 4% other racial/ethnic identity).
Possible positive activities involved reflecting on your day, challenging negative thinking,
meditation, loving kindness, positivity, curiosity, acts of kindness, or optimism. Participants
were classified as “distressed” and “nondistressed” based on level of depressive symptoms (high
or average), life satisfaction (low or high), and—for sample 1 only—happiness (low or high) and
ratio of positive to negative affect (small or large; Sergeant & Mongrain, 2015, p. 326).
Participants completed the CES-D (Radloff, 1977) to assess depression, the SWLS (Diener et al.,
1985) to assess life satisfaction, the PANAS (Watson et al., 1988) to assess positive and negative
affect, and the Steen Happiness Index (SHI; Seligman et al., 2005) to assess happiness (positive
emotion, engagement, meaning). Results indicated that distressed participants reported larger
increases in life satisfaction than nondistressed participants after both the one-week (b = 1.11, p
< .001) and three-week PPI (b = 1.44, p < .001). Researchers did not report results of moderation
analyses for affect or happiness. Although the study focused on the moderating role of positive
indicators in addition to depression, the results align with meta-analyses by Sin and Lyubomirsky
(2009), Weiss et al. (2016), and Carr et al. (2020), suggesting that adults with elevated levels of
depressive demonstrate better SWB outcomes following PPIs than those with average levels of
depression.
Barnes and Mongrain (2020) focused on the effect of personality on SWB outcomes for
online PPIs. The study used data from a larger project with 4,374 Canadian participants (M age =
33.5 years, SD = 11.4 years; 79.6% female). Participants were randomly assigned to one positive
activity or one control activity, which they completed every day for one week. Positive activities
included three good things, positive reinterpretation, character strengths, self-compassion,
compassionate action, gratitude, listening to positive music, or writing about your future self.
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Baseline measures of personality assessed neediness, self-criticism, and efficacy (Depressive
Experiences Questionnaire [DEQ]; Blatt et al., 1976); neuroticism, extraversion, agreeableness,
conscientiousness, and openness (Big Five Inventory [BFI]; John et al., 1991); gratitude (GQ-6;
McCullough et al., 2002); self-esteem (Rosenberg Self-Esteem Scale [RSES]; Rosenberg, 1965);
avoidance and anxiety in relationships (Experiences in Close Relationships-Revised [ECR-R];
Brennan et al., 1998); and self-compassion (Self-Compassion Scale; SCS; Neff, 2003). At postintervention, the SWLS (Diener et al., 1995) assessed life satisfaction and the CompassionPositive/Negative Affect Scale (C-PNAS; Mongrain, 2007) assessed positive, negative, and
compassionate affect (e.g., content, frustrated, and loving, respectively).
Confirmatory factor analysis (n = 2,186) identified three personality factors: equanimity
(positive mental health, positive relationships), anxiety (dependency, nervousness, and emotional
instability), and agency (curiosity, self-efficacy; Barnes & Mongrain, 2020). Latent growth curve
models (n = 2,391 at post and 951 at six-month follow-up) indicated that equanimity, anxiety,
and agency all moderated the effect of PPIs on well-being. Surprisingly, equanimity predicted a
significant increase in negative affect (b = .09, p < .05) and decrease in compassionate affect (b =
-.073, p < .05) from baseline to post-intervention. Equanimity also predicted an increase in
negative affect (b = .024, p < .05), decrease in positive affect (b = -.026, p < .05), and decrease in
compassionate affect (b = -.034, p < .05) from post-intervention to six-month follow-up.
Conversely, anxiety predicted a significant decrease in negative affect (b = -.11, p < .05) from
baseline to post-intervention for PPI conditions. Anxiety also predicted a significant increase in
life satisfaction (b = .027, p < .05) and decrease in negative affect (b = -.017, p < .05) from postintervention to follow-up. Agency predicted a significant increase in positive affect (b = .028, p
< .05) and compassionate affect (b = .029, p < .05) for PPI conditions, but only from post-
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intervention to follow-up. Although the study focused on personality rather than IEB, the results
suggest that participants with baseline characteristics associated with internalizing behaviors
(i.e., the anxiety factor) demonstrate greater outcomes from PPIs than those with baseline
characteristics associated with positive mental health (i.e., the equanimity factor).
Addington et al. (2020) examined baseline depression as a potential moderator of positive
emotion outcomes for adults who participated in the Intervention for those Recently Informed of
their Seropositive Status (IRISS; Moskowitz et al., 2014), a PPI for adults recently diagnosed
with HIV. The IRISS targets savoring, gratitude, mindfulness, noticing positive events, positive
reappraisal, character strengths, attainable goals, and acts of kindness. A total of 159 adults were
randomly assigned to intervention (80 participants) or control (79 participants). There was a
mean age of 36 years (SD = 9.9 years). The sample was 91.7% male, 7% female, and 1.3%
transgender. Participants were 44.5% white, 21.2% black, 21.2% Latino, 8.2% Asian/Pacific
Islander, 3.4% Latino/black, and 1.4% American Indian. They completed measures at baseline,
post-intervention, 5-month follow-up, and 10-month follow-up. Researchers used the CES-D
(Radloff, 1977) to identify baseline depressive symptoms, resulting in 13.7% of participants with
elevated scores. Researchers used a modified Differential Emotions Scale (Fredrickson, 2013) to
measure positive emotion at post-intervention. Baseline depression significantly moderated postintervention positive emotions, F(1, 416) = 6.63, p =.01. For the intervention group, low baseline
depression (i.e., one SD below mean) was associated with a marginally significant increase in
positive emotions, b = .02, t(169) = 1.90, p = .059, and high baseline depression (i.e., one SD
above mean) was associated with stable positive emotions, b = .01, t(164) = .75, p = .45. These
findings suggest that the PPI protected depressed participants from decreases in positive
emotions. Unlike the findings of Sergeant and Mongrain (2015) and Barnes and Mongrain
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(2020), participants with fewer symptoms of depression demonstrated slightly better outcomes
(positive emotions) than those with greater symptoms of depression. The generalizability of the
study was limited by the primarily male sample and focus on adults with HIV.
In 2021, Stemmler and colleagues examined whether participants’ number of clinical
diagnoses at baseline influenced SWB outcomes for PPIs. At baseline, participants were 111
adult in-patients from Germany who met ICD-10 criteria for a depressive episode or recurrent
depressive disorder (M age = 44.31 years, SD = 14.43 years; 61.3% female). Participants who
met criteria for schizophrenic disorders or bipolar affective disorders were excluded. Of the 111
participants, 38 participated in a four-week, small group PPI that targeted character strengths,
active constructive responded (i.e., reacting enthusiastically to others’ good news), and
identifying positive consequences of negative events (Stemmler et al., 2021). These participants
also received treatment as usual (e.g., pharmacotherapy, weekly cognitive behavioral therapy).
The SCID-I (Strukturiertes Klinisches Interview für DSM-IV; Wittchen et al., 1997)—a semistructured interview for identifying DSM-IV diagnoses—was used to identify number of
diagnoses at baseline (i.e., affective disorders, eating disorders, anxiety disorders, adjustment
disorders, disorders related to substance use, somatoform disorders). Participants were classified
as low comorbidity (one to two diagnoses) or high comorbidity (three or more diagnoses).
Participants completed a German version of the PANAS (Krohne et al., 1996) after each PPI
session to assess positive and negative affect. A repeated measures ANOVA indicated that
number of diagnoses at baseline significantly moderated positive affect after three weeks of
intervention (p < .05), with participants with low comorbidity demonstrating higher positive
affect than participants with high comorbidity. The same effect was not seen for negative affect.
Although limited by the small sample and differences in participants’ concurrent treatments,
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these findings align with those of Addington et al. (2020), suggesting that PPIs yield greater
benefits for adults with fewer internalizing behaviors.
In sum, the existing research on the moderating role of IEB in PPIs has focused largely
on adult samples with internalizing behaviors. Although one meta-analysis by Bolier et al.
(2013) found no differences in well-being outcomes when comparing studies focused on samples
with IEB to studies with general populations, most meta-analyses found that samples with
elevated IEB benefited more from PPIs (Carr et al., 2020; Sin & Lyubomirsky, 2009; Weiss et
al., 2016). Individual studies also linked baseline internalizing behaviors to post-intervention
SWB. Sergeant and Mongrain (2015) found that PPIs yielded greater benefits for participants
with elevated levels of depression when compared to participants with average levels of
depression. Similarly, Barnes and Mongrain (2020) found greater benefits for participants with
anxious personalities when compared to participants with characteristics of positive mental.
Conversely, both Addington et al. (2020) and Stemmler et al. (2020) found that fewer symptoms
at baseline were associated with slightly greater benefits at post-intervention. Finally, findings
from Geerling et al. (2020) suggested that SWB outcomes may differ based on the type of
diagnosis, with depressed samples reporting greater gains than schizophrenic samples.
Conclusions and Future Directions
In sum, there are two factors to consider when fostering middle school students’ mental
health—IEB and SWB. When compared to students with low IEB and low SWB, students with
low IEB and average-to-high SWB demonstrate better academic outcomes, social adjustment,
identity development, and physical health (e.g., Suldo & Shaffer, 2008; Suldo et al., 2016).
These findings highlight the importance of implementing interventions that target SWB.
Research on PPIs indicates that learning about and practicing positive activities can increase
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middle school students’ life satisfaction, positive affect, and interpersonal relationships, with
multitarget PPIs yielding greater benefits than single target PPIs (Carr et al., 2020).
Few studies have examined the effect of baseline IEB on PPI outcomes, and researchers
who addressed this topic largely focused on depressed adults. The findings support the use of
PPIs with adults with IEB, with some meta-analyses indicating that samples with IEB benefit
more from PPIs than samples that do not focus on this population (e.g., Carr et al., 2020; Weiss
et al., 2016). More research is needed to understand how baseline IEB influences the
effectiveness of PPIs with school-aged samples. The current study aimed to address gaps in the
literature by examining the degree to which baseline IEB influenced post-intervention SWB for
middle school students who participated in the WBPP (Suldo, 2016)—a small-group PPI for
youth with room for growth in SWB. In particular, the study examined how students' SWB
outcomes differed based on (a) their IEB at baseline (i.e., low IEB or elevated IEB) and (b) the
symptoms they reported (i.e., internalizing behaviors, externalizing behaviors, or comorbid
behaviors). Answering these questions can help practitioners better understand who tends to
benefit from targeted PPIs, thereby informing how students are identified for this type of mental
health support.
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CHAPTER THREE:
METHODS
This chapter outlines the methods used to investigate the degree to which baseline
internalizing and externalizing behaviors (IEB) affected subjective well-being (SWB) outcomes
of students who participated in a targeted, small group positive psychology intervention (PPI)—
the Well-Being Promotion Program (WBPP; Suldo, 2016). First, the study’s research design and
sample are presented. Next, data collection procedures and analyses are described. Lastly, ethical
considerations are discussed.
Research Design
In the current study, students were not randomly assigned to groups within the
independent variables of interest (i.e., level of IEB [elevated or low], type of IEB [internalizing,
externalizing]); rather, students were assigned to groups based on the symptoms they reported.
As in other WBPP outcome studies (Roth et al., 2017; Suldo et al., 2014), students were
followed from baseline to post-intervention. Statistical controls were introduced to control for
nesting of students within intervention groups. Data for the study were drawn from data collected
as part of a larger Institute of Education Science (IES) project (Grant R305A200035). The
current author is an approved member of the project’s research team. The current author’s roles
on this team included conducting universal screening of SWB, recruiting student participants,
preparing and administering online baseline and post-intervention measures to students,
communicating with parents to facilitate completion of parent measures and provide updates on
intervention activities, leading three intervention groups, and preparing data for analysis. The
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Principal Investigator received approval for all study procedures from USF IRB at the start of the
project (STUDY001065; see Appendix A).
Participants
The dataset analyzed is part of an ongoing randomized control trial (RCT) evaluating the
efficacy of the WBPP. The RCT will include data from three cohorts of schools (approximately
13 schools from two states). This dissertation utilized data from the intervention group of the
first cohort, which included students enrolled over a two-year period (the 2020–2021 school year
and the 2021–2022 school year). Data collection for this first cohort took place across two years,
rather than one year, due to school closures related to COVID-19. To answer research questions
linked to the larger RCT, participants were randomly assigned to either intervention group (N =
127) or delayed intervention (waitlist) business-as-usual control group (N = 122). For the
purposes of this dissertation research, only participants in the intervention group who had
complete self-reported baseline IEB data, complete self-reported baseline SWB data, and
complete self-reported post-intervention SWB data were included in analyses for the primary
research questions (n = 122).
Participants were students in Grades 6–8 (M age = 12.27 years, SD = .88 years) who were
enrolled in one of three middle schools (one located in the Southeastern United States, two
located in the Northeastern United States). The intervention group during the 2020–2021 school
year initially consisted of 25 students served in six groups of 4–5 students each. One student left
the intervention group prior to the end of intervention and was removed from the dataset utilized
in the current study, resulting in 24 students served in six groups of 4 students each. The
intervention group during the 2021–2022 school year initially consisted of 102 students served in
15 groups of 5–10 students each. Four students left the intervention group prior to the end of
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intervention and were removed from the dataset utilized in the current study, resulting in 98
students served in 15 groups of 5–10 students each. Thus, the current study had a total sample of
122 students served in 21 groups. Students’ demographic features are summarized in Tables 2
and 3 (see pages 49–50). Table 4 (see page 50) provides student demographic information for
each school site prior to the 2020–2021 school year.
Procedures
Screening and Recruitment
All students attending school in-person at each school site were invited to participate in
screening of SWB at the start of the school year. During the 2020–2021 school year, active
consent (i.e., a returned signed consent form) was used to obtain parent consent for students to
participate in the screening process (see Appendix B). For the 2021–2022 school year, passive
consent (i.e., notification letter with option to return if parents did not want their child to
participate [see Appendix C]) was used to obtain parent consent for screening. During the 2020–
21 school year, student assent forms had to be signed and returned for students to complete the
screening (see Appendix D). For the 2021–22 school year, written assent for screening was not
sought; instead, students were informed that their responses would be kept confidential, and
students who expressed a desire to not complete the screening were not required to do so.
Students who participated in the screening completed the following brief measures of SWB
during school hours: (1) the Brief Multidimensional Students’ Life Satisfaction Scale (BMSLSS;
Seligson, 2003) to assess domain-specific life satisfaction, (2) the Students’ Life Satisfaction
Scale (SLSS; Huebner, 1991) to assess global life satisfaction, and (3) the 10-item Positive and
Negative Affect Scale for Children (PANAS-C-10; Ebesutani et al., 2012) to assess affective
experiences. Only students determined at-risk for low levels of well-being at the start of each
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Table 2
Student Demographic Features
Demographic Variable
%
Grade (n = 122)
6th
27.05
th
7
39.34
8th
33.61
Gender (n = 122)
Female
40.98
Male
45.90
Non-binary
4.92
Other
8.20
Hispanic, Latino, or Spanish Origin (n = 122)
Puerto Rican
4.10
Cuban
3.28
Mexican, Mexican American, Chicano
0.82
Another Hispanic, Latino, or Spanish Origin
10.66
Not applicable
81.15
Race/Ethnic Identity (n = 122)
White
72.95
Black or African American
17.21
Asian
7.38
American Indian/Alaska Native
1.64
Native Hawaiian or Other Pacific Islander
2.46
Other
10.66
Parent 1 Education Level (n = 111)
8th grade or less
3.60
Some high school
4.50
High school/GED
22.52
Some college
12.61
College
31.53
Master’s degree
16.22
Degree beyond Master’s level
9.01
Parent 2 Education Level (n = 117)
8th grade or less
1.71
Some high school
3.42
High school/GED
11.11
Some college
9.40
College
32.48
Master’s degree
28.21
Degree beyond Master’s level
12.82
English Language Learner (n = 94)
3.19
Note. Total percentage for race/ethnic identity exceeds 100% because students were able to
select multiple response options.
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Table 3
Student Socioeconomic Status Indicators
%

Socioeconomic Status Variable

Southeast (n = 63)
Northeast (n = 29)
Free or reduced-price school meals
33.33
-Economic disadvantage
-34.48
Note. Eligibility for free or reduced-price school meals only reported by southeast school. Economic disadvantage only reported by
northeast schools, and reflects students’ participation in nutrition assistance, transitional assistance, foster care, or Medicaid programs.
Table 4
Demographic Features of Students in Participating Schools Prior to 2020–2021 School Year
Race/Ethnicity (%)
School
N
Geographic
Location Type
White Hispanic
African
Asian
Location
American
A
1198 Southeast
Suburb: Large
52
29
13
2
B
614 Northeast
Suburb: Large
67
20
3
4
C
416 Northeast
Suburb: Large
56
18
9
8
Note. FRM=free or reduced-price school meals; ELL=English Language Learner
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Multiracial

Other

%
FRM

3
6
8

1
0
0

48
26
26

%
ELL
6
3
10

school year were invited to participate in the WBPP. Based on prior research practices (e.g.,
Suldo et al., 2014) and evidence indicating life satisfaction is the more stable aspect of SWB
(Diener et al., 2009), scores from measures of life satisfaction (i.e., SLSS and BMSLSS) were
prioritized to determine eligibility. During the 2020–2021 school year, cut-scores of BMSLSS <
5.0 or SLSS < 4.0 were used to identify students with low SWB. During the 2021–2022 school
year, a cut-score of BMSLSS < 5.0 and some evidence of consistent responding were used to
identify students with low SWB. Specifically, BMSLSS scores were prioritized in the eligibility
process, but scores on the SLSS and PANAS-C-10 were reviewed in acknowledgement that
these self-report measures of SWB come with the chance for measurement error. To detect
instances of potentially unreliable responding, the relatively few students (1–7 students per
school) with BMSLSS scores below the cut point (< 5.0) but very high scores on global life
satisfaction (above 5.5 on the 1 to 6 response metric) and/or very high scores on positive affect
(above 4.5 on the 1 to 5 response metric) were excluded from study recruitment.
During the 2020–2021 school year, 585 students were invited to participate in screening.
Of these, 159 students completed the screening (27.2% screening participation), and 61 students
were invited to participate in the study (38.4% eligibility for intervention). A total of 50 students
enrolled in the study (82% intervention participation), with 25 students randomly assigned to
intervention and 25 students randomly assigned to control. During the 2021–2022 school year,
2200 students were invited to participate in screening. Of these, 1768 students completed the
screening (80.4% screening participation), 502 students met criteria for low SWB (28.4%
eligibility for intervention), and 447 students were invited to participate in the study. A total of
199 students enrolled in the study (44.5% intervention participation), with 102 students randomly
assigned to intervention and 97 students randomly assigned to control. In total across the two
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years, 2785 students were invited to participate in screening, 1927 students completed screening,
508 students were invited to participate in the study, and 249 students enrolled in the study
(49.0% of those invited).
Intervention Implementation
Written parent consent (see Appendix E), as well as written student assent (see Appendix
F), were required for participation in the study involving evaluation of the WBPP. The WBPP
includes 10 weekly core sessions approximately 40–50 minutes in length. Table 5 (see page 54)
provides descriptions of the 10 sessions. In general, each session included reflection on the
previous session’s homework activity [practice of a specific positive activity(s)], small-group
discussion and practice focused on the current session’s positive activity, and review of the new
homework activity. At the end of each session, students received a handout summarizing the
session content and were encouraged to share this handout with a family member. Parents had
the opportunity to attend a one-hour psychoeducation session on positive psychology and the
WBPP, which was offered 2–3 times at each school, either virtually or in-person depending on
COVID-19 safety guidelines and school preference. During the 2020–2021 academic year, the
parent session was attended by 23.1% of parents from invited families. For 2021–2022, the
parent session was attended by an average of 22.5% of parents from invited families across the
three schools.
Although research recommends six to 10 students per group for group counseling
(Herbstrith & Tobin, 2014), students in the intervention group were divided into groups of four
during the 2020–2021 school year to align with COVID-19 safety guidelines for physical
distancing. Each group was co-led by two school-based mental health practitioners (e.g., school
counselors, school psychologists, school social workers, members of the research team who were
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trainees in school psychology). The current author was one of the members of the research team
who was a trainee in school psychology, and co-led three of the 21 groups included in the study.
The 10 sessions took place in the fall of the respective school year and occurred once a week
during the school day. Students who were absent from a session had the opportunity to
participate in an individual or small-group make-up session prior to the following group session.
For all students assigned to intervention in 2020–2021 and 2021–2022, mean session attendance
was 9.38 sessions. The mean fidelity of implementation was high across sessions. Specifically
94.34% of key elements were observed to have occurred in the average session.
Baseline and Post-Intervention Data Collection
Data on students’ English Language Learner status, eligibility for free or reduced-price
school meals, and economic disadvantage status were gathered from school records. Other
demographic data (i.e., age, grade level, gender, race/ethnic identity, parents’ education level)
were gathered through students’ completion of a demographics survey (see Appendix H) prior to
participation in the WBPP. Student IEB and SWB data were gathered 8–27 days after screening
(M = 18.25 days) through student, parent, and teacher ratings at baseline (approximately 4–6
weeks after the start of the school year, prior to participation in the WBPP) and post-intervention
(in the spring, after completion of the 10 sessions). Students were called to a private space during
school hours. They completed measures on a tablet or computer via REDCap, an online platform
designed for collection and storage of clinical data. This online method helped minimize issues
with missing data, as students had to answer all items before proceeding to the next screen.
Researchers were present to ensure students responded independently and to answer student
questions using standardized responses.
After a student completed all measures, the student’s parent received an email prompting
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Table 5
Positive Activities in the Well-Being Promotion Program
Session Target
1
Building relationships and
understanding happiness

Topics and Activities
Getting to know the counselors and students in the
group, psychoeducation on determinants of happiness,
visualizing Me at My Best (1st Positive Activity)

2

Gratitude

Feeling grateful for my past through Gratitude
Journaling (2nd Positive Activity)

3

Gratitude

Feeling grateful for my past through Gratitude Visits
(3rd Positive Activity)

4

Kindness

Strengthening relationships in the present through Acts
of Kindness (4th Positive Activity)

5

Character strengths

Introduction to character strengths, getting excited
about each day through use of character strengths

6

Character strengths

Online Assessment of Character Strengths (5th Positive
Activity) and planning to use my signature strengths

7

Character strengths

Applying signature strengths in new ways (6th Positive
Activity) and savoring (7th Positive Activity), leading
to Savoring Strengths Use

8

Optimistic thinking

Feeling optimistic about my life through Optimistic
Thinking (8th Positive Activity)

9

Hope and goal directed
thinking

Feeling hopeful about my future by visualizing and
planning for my Best Possible Self in the Future (9th
Positive Activity)

10

Program termination

Review of strategies to increase happiness, saying
good-bye, and planning for continued growth

them to complete surveys about their child via REDCap. To obtain teacher ratings, students were
assigned to one of their teachers of a core subject. Teachers provided written consent before
participating in data collection (see Appendix G). For the intervention group of 122 students, a
total of 56 teachers provided ratings of student IEB, with each teacher providing ratings for 1–5
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students (mode = 1 student, M = 1.82 students, SD = 1.04). After a student completed all
measures, their assigned teacher received an email prompting them to complete surveys about
the student via REDCap.
Each student received a $5 gift card for completing the surveys, on each occasion (i.e.,
baseline, post-intervention). Each parent and teacher received a $10 gift card for each student
participant they rated, on each occasion.
Measures
See Table 6 (page 57) for a summary of variables examined at screening, baseline, and
post-intervention.
Youth Self Report (YSR). The YSR form of the Achenbach System of Empirically
Based Assessment (ASEBA; Achenbach & Rescorla, 2001) is a self-report measure that assesses
internalizing and externalizing behaviors in youth ages 11–18 years old. It is not included in this
document as an appendix due to copyright restrictions. The measure contains 119 items that ask
students to indicate the degree to which each item describes them at the time of the survey or
within the past 6 months, using a scale ranging from 0 (not true) to 2 (very true or often true).
The current study used the measure’s internalizing scale (31 items) and externalizing scale (32
items). Raw scores are calculated by taking the sum of all items on a given scale, with higher raw
scores indicating higher levels of IEB. T-scores of 60 through 63 (about the 84th percentile for
normative samples) fall in the borderline clinical range, with T-scores ≥ 64 falling in the clinical
range (Achenbach & Rescorla, 2001). In the current study, T-scores ≥ 60 were classified as
elevated internalizing or externalizing behaviors. T-scores < 60 were considered in the normal
range (i.e., low internalizing or externalizing behaviors). Norms purchased from ASEBA provide
gender-specific cut scores. For the internalizing scale, a T-score of 60 corresponds to raw scores
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of 14 and 19 for males and females, respectively. For the externalizing scale, a T-score of 60
corresponds to raw scores of 17 and 16 for males and females, respectively. Achenbach and
Rescorla (2001) reported high test-retest reliability for the internalizing and externalizing scales
of the YSR (r = .80 and .89, respectively), and high internal consistency (α = .90 for both scales).
The internalizing and externalizing scales also demonstrated strong internal consistency in a
sample of 55 middle school students (α = .91–.93 and .90–.94, respectively; Suldo et al., 2014).
Brief Problem Monitor-Parent (BPM-P). The BPM-P form of the Achenbach System
of Empirically Based Assessment (ASEBA; Achenbach & Rescorla, 2017) is a parent-report
measure that assesses internalizing and externalizing behaviors in youth ages 6–18 years old. It is
not included in this document as an appendix due to copyright restrictions. The measure contains
19 items that ask parents to indicate the degree to which each item describes a specific student at
the time of the survey or within the past 6 months, using a scale ranging from 0 (not true) to 2
(very true). The current study used the measure’s internalizing scale (6 items) and externalizing
scale (7 items). Raw scores are calculated by taking the sum of all items on a given scale, with
higher raw scores indicating higher levels of IEB. T-scores ≥ 65 (93rd percentile for normative
samples) are considered “sufficiently elevated to be of concern” (Achenbach et al., 2017, p. 2),
with T-scores < 65 considered in the normal range (i.e., low internalizing or externalizing
behaviors). Norms purchased from ASEBA provide gender-specific cut scores. For the
internalizing scale, a T-score ≥ 65 corresponds to raw scores of 4 and 5 for males and females,
respectively. For the externalizing scale, a T-score ≥ 65 corresponds to raw scores of 7 and 6 for
males and females, respectively. Achenbach and Rescorla (2001) reported high test-retest
reliability for the internalizing and externalizing scales of the BPM-P (r = .81 and .83,
respectively), as well as high internal consistency (α = .80 and .88, respectively). The
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Table 6
Summary of Study Variables
Variable

Constitutive Definition

Reporter

Internalizing Behaviors

Anxiety, depression, somatic
complaints, withdrawal

Student
Parent
Teacher

YSR (Internalizing scale)
BPM-P (Internalizing scale)
TRF (Internalizing scale)

Time
Point
BL
BL
BL

Externalizing Behaviors

Aggressive and delinquent
behavior

Student
Parent
Teacher

YSR (Externalizing scale)
BPM-P (Externalizing scale)
TRF (Externalizing scale)

BL
BL
BL

Perceptions that one’s life is
going well

Student

BMSLSS (domain-specific)
SLSS (global)

SC
SC, PI

Frequency of positive
emotional experiences

Student

PANAS-C-10 (PA scale)

SC, PI

Subjective Well-Being
Life Satisfaction

Positive affect

Negative affect

Operational Definition

Frequency of negative
Student
PANAS-C-10 (NA scale)
SC, PI
emotional experiences
Note. YSR=Youth Self Report; BPM-P=Brief Problem Monitor-Parent; TRF=Teacher Report Form; BMSLSS=Brief
Multidimensional Students’ Life Satisfaction Scale; SLSS=Students’ Life Satisfaction Scale; PANAS-C-10=10-Item Positive and
Negative Affect Scale for Children; SC=screening; BL=baseline; PI=post-intervention.
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internalizing and externalizing scales also demonstrated strong internal consistency in a sample
of 567 parents with children ages 6–18 years old (M age = 11.5 years; SD = 0.2 years; α = .79
and .86, respectively; Piper et al., 2014).
Teacher Report Form (TRF). The TRF form of the Achenbach System of Empirically
Based Assessment (ASEBA; Achenbach & Rescorla, 2001) is a teacher-report measure that
assesses internalizing and externalizing behaviors in youth ages 11–18 years old. It is not
included in this document as an appendix due to copyright restrictions. The measure contains
120 items that ask teachers to indicate the degree to which each item describes a specific student
at the time of the survey or within the past 6 months, using a scale ranging from 0 (not true) to 2
(very true or often true). The current study used the measure’s internalizing scale (33 items) and
externalizing scale (32 items). Raw scores are calculated by taking the sum of all items on a
given scale, with higher raw scores indicating higher levels of IEB. T-scores of 60 through 63
(about the 84th percentile for normative samples) fall in the borderline clinical range, with Tscores ≥ 64 falling in the clinical range (Achenbach & Rescorla, 2001). In the current study, Tscores ≥ 60 were classified as elevated internalizing or externalizing behaviors. T-scores < 60
were considered in the normal range (i.e., low internalizing or externalizing behaviors). Norms
purchased from ASEBA provide gender-specific cut scores. For the internalizing scale, a T-score
of 60 corresponds to a raw score of 9 for both males and females ages 6–18 years old. For the
externalizing scale, a T-score of 60 corresponds to raw scores of 11–12 for males ages 6–11
years old, 10 for males ages 12–18 years old, and 6 for females ages 6–18 years old. Achenbach
and Rescorla (2001) reported high test-retest reliability for the internalizing and externalizing
scales of the TRF (r = .86 and .89, respectively), as well as high internal consistency (α = .90 and
.95, respectively). The externalizing scales demonstrated strong internal consistency in a middle
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school sample of 349 students (α = .92; Suldo & Shaffer, 2008). This researcher could not locate
published studies that reported psychometrics of the TRF internalizing scale based on use with
secondary school students.
Brief Multidimensional Students’ Life Satisfaction Scale (BMSLSS). The BMSLSS
(Seligson et al., 2003; see Appendix I) consists of 6 items that measure satisfaction with family,
friendships, school experience, self, living environment, and life overall using a scale ranging
from 1 (terrible) to 7 (delighted). These are the same domains of life assessed with the lengthier
(40-item) Multidimensional Students’ Life Satisfaction Scale (MSLSS; Huebner, 1994). A
student’s total score is determined by calculating the mean of all items, with higher mean scores
indicated higher life satisfaction. Among a sample of 221 youth (M age = 12.33 years, SD = .97
years), Seligson et al. (2003) reported strong item total correlations for the BMSLSS (r = .65–
.73), a strong correlation between the BMSLSS and MSLSS total scores (r = .66), and acceptable
internal consistency for the BMSLSS total score (α = .75). Roth et al. (2017) reported acceptable
psychometric properties of the BMSLSS based on a middle school sample of 42 students (α =
.75).
Students’ Life Satisfaction Scale (SLSS). The SLSS (Huebner, 1991; see Appendix J)
measures general life satisfaction of students in Grades 3–12. The SLSS consists of 7 items that
ask students to indicate their level of agreement with statements about quality of life (e.g., “My
life is just right,” “I wish I had a different kind of life”) on a scale ranging from 1 (strongly
disagree) to 6 (strongly agree). A student’s total score is determined by reverse scoring
negatively worded items (items 3 and 4) and then calculating the mean of all items, with higher
mean scores indicating higher levels of global life satisfaction. Among a sample of 254 youth
ages 7–14 years old, Huebner (1991) reported high internal consistency (α = .82) and high test-
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retest reliability (r = .74 and r = .68) for the SLSS. Suldo and Shaffer (2008) and Roth et al.
(2017) also reported acceptable psychometric properties of the SLSS based on middle school
samples of 349 and 42 students, respectively (α = .89 and .83–.86, respectively).
10-Item Positive and Negative Affect Scale for Children (PANAS-C-10). The
PANAS-C-10 (Ebesutani et al., 2012; see Appendix K) is a shortened version of the PANAS-C
(Laurent et al., 1999) and measures the frequency of positive and negative emotions in youth.
The PANAS-C-10 consists of 5 items that measure the frequency of positive affect (e.g.,
interested, excited) and 5 items that measure the frequency of negative affect (e.g., gloomy,
lonely). Participants rate the degree to which they experienced moods or feelings in the past few
weeks on a scale ranging from 1 (very slightly or not at all) to 5 (extremely). Students’ positive
affect and negative affect scores are determined by calculating the mean of the five items
describing positive emotions and the mean of the five items describing negative emotions,
respectively. Higher mean scores indicate higher positive and negative affect. Among a sample
of 707 youth in Grades 4–8, Laurent et al. (1999) reported high internal consistency for the
PANAS-C (α = .89 for PA and .92 for NA), as well as strong construct validity based on the
magnitude and direction of relationships with anxiety and depression (for PA, r = -.30 and -.55,
respectively; for NA, r = .68 and .60, respectively). Ebesutani et al. (2012) reported that the
PANAS-C-10 demonstrated high internal consistency among a sample of 799 youth ages 6–18
years old (α = .86 for PA and .82 for NA). They also reported slight negative correlations
between PA and NA for both the PANAS-C-10 (r = -.13) and the PANAS-C (r = -.06). These
correlations did not differ significantly (z = 1.41, p = .16).
Research Questions
The current study answered the following research questions:
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1. What proportion of middle school students who participated in the Well-Being Promotion
Program (WBPP) due to diminished subjective well-being at time of screening reported
elevated internalizing or externalizing behaviors at baseline (i.e., troubled mental health
status within a dual-factor model)?
a. What proportion of students reported elevated internalizing behaviors at baseline?
b. What proportion of students reported elevated externalizing behaviors at baseline?
c. What proportion of students reported comorbid internalizing and externalizing
behaviors at baseline?
2. For middle school students who participated in the WBPP, how did subjective well-being
outcomes in response to the intervention differ based on:
a. Baseline mental health status within a dual-factor model (i.e., vulnerable versus
troubled)?
b. Internalizing behaviors at baseline and externalizing behaviors at baseline?
Data Analysis
Baseline and post-intervention data were screened for univariate and multivariate outliers
and missing participant data using Statistical Analysis Software (SAS). Cronbach’s alpha, an
index of reliability, was calculated for each scale at baseline and post-intervention. Correlations
among measures of IEB were examined to determine the best indicator to use for the primary
research questions (i.e., student, parent, or teacher report) and the need for sensitivity analyses.
Total scores for each variable were calculated following instructions outlined in the “Measures”
section of this manuscript.
For Question 1 and Question 2a, students were classified into baseline mental health
groups using published norms from the test developer (ASEBA), with T-scores greater than or
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equal to 60 on the YSR and TRF and T-scores greater than or equal to 65 on the BPM-P
indicating clinically elevated symptoms. Since norms purchased from ASEBA provide cut scores
for only males and females, students who self-identified as non-binary or other were classified
twice (once using male cut scores and once using female cut scores). Resulting mental health
groups were compared to determine if the two cut scores resulted in different classifications.
These methods were based on guidelines from the American Psychological Association (2020).
Since low SWB at baseline (e.g., BMSLSS < 5.0) was required for participation in the study, all
students fell into either the vulnerable group or troubled group (rather than the complete mental
health or symptomatic but content groups). Although previous research has determined SWB cut
scores based on the proportion of youth with elevated IEB (e.g., Suldo & Shaffer, 2008), the
current study relied on cut scores established during screening to indicate low SWB and
appropriateness for participation in the WBPP. Doing so aligned well with school-based practice
and avoided confusion of reclassifying students after screening. For Question 2b, students’ total
raw scores on the YSR, BPM-P, and TRF were used to represent level of IEB.
Question 1: Students with Elevated IEB at Baseline
Descriptive statistics were used to summarize the overall proportion of youth with
elevated IEB at baseline (i.e., the proportion of students in the troubled mental health group).
Descriptive statistics also were used to summarize the proportion of youth at baseline with
elevated internalizing behaviors (in the absence of elevated externalizing behaviors), elevated
externalizing behaviors (in the absence of elevated internalizing behaviors), and comorbid
internalizing and externalizing behaviors.
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Question 2: Effects of Baseline IEB on SWB Outcomes
Question 2a. To examine differences in students’ response to the WBPP based on
baseline mental health status (i.e., vulnerable, troubled), multilevel models were estimated using
restricted maximum likelihood techniques via the Mixed Procedure in SAS, which accounted for
the nesting of students within intervention groups. Each dependent variable—life satisfaction,
positive affect, and negative affect—was modeled as a function of (a) students’ mental health
status, with the vulnerable group coded as 0 and the troubled group coded as 1, (b) students’
baseline level of the dependent variable, and (c) students’ school, with School C serving as the
reference school. Initially, the intercept and mental health status effect were allowed to vary
across intervention groups, and these effects were allowed to covary; however, due to problems
with convergence, non-positive G matrices, and very small estimates of variance components,
the model was simplified to the equations below:
𝑃𝑜𝑠𝑡𝐿𝑖𝑓𝑆𝑎𝑡𝑖𝑗 = 𝛾00 + 𝛾01 𝑃𝑟𝑒𝐿𝑖𝑓𝑆𝑎𝑡𝑗 + 𝛾10 𝑀𝐻𝑠𝑡𝑎𝑡𝑢𝑠𝑖𝑗 + 𝛾20 𝑆𝑐ℎ𝑜𝑜𝑙𝐴𝑖𝑗
+ 𝛾30 𝑆𝑐ℎ𝑜𝑜𝑙𝐵𝑖𝑗 + 𝑢0𝑗 + 𝑟𝑖𝑗
𝑃𝑜𝑠𝑡𝑃𝑜𝑠𝐴𝑓𝑖𝑗 = 𝛾00 + 𝛾01 𝑃𝑟𝑒𝑃𝑜𝑠𝐴𝑓𝑗 + 𝛾10 𝑀𝐻𝑠𝑡𝑎𝑡𝑢𝑠𝑖𝑗 + 𝛾20 𝑆𝑐ℎ𝑜𝑜𝑙𝐴𝑖𝑗
+ 𝛾30 𝑆𝑐ℎ𝑜𝑜𝑙𝐵𝑖𝑗 + 𝑢0𝑗 + 𝑟𝑖𝑗
𝑃𝑜𝑠𝑡𝑁𝑒𝑔𝐴𝑓𝑖𝑗 = 𝛾00 + 𝛾01 𝑃𝑟𝑒𝑁𝑒𝑔𝐴𝑓𝑗 + 𝛾10 𝑀𝐻𝑠𝑡𝑎𝑡𝑢𝑠𝑖𝑗 + 𝛾20 𝑆𝑐ℎ𝑜𝑜𝑙𝐴𝑖𝑗
+ 𝛾30 𝑆𝑐ℎ𝑜𝑜𝑙𝐵𝑖𝑗 + 𝑢0𝑗 + 𝑟𝑖𝑗
Question 2b. Multilevel models also were estimated to examine differences in students’
response to the WBPP based on baseline internalizing behaviors and baseline externalizing
behaviors. Each predictor variable—baseline internalizing behaviors and baseline externalizing
behaviors—were represented by the full range of students’ raw scores on the corresponding
measure. Each dependent variable—life satisfaction, positive affect, and negative affect—were
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modeled as a function of (a) students’ baseline internalizing behaviors and baseline externalizing
behaviors, (b) students’ baseline level of the dependent variable, and (c) students’ school, with
School C serving as the reference school. Like in Question 2a, the intercept and internalizing
behavior and externalizing behavior effects initially were allowed to vary across intervention
groups, and these effects were allowed to covary; however, due to problems with convergence,
non-positive G matrices, and very small estimates of variance components, the model was
simplified to the equations below:
𝑃𝑜𝑠𝑡𝐿𝑖𝑓𝑆𝑎𝑡𝑖𝑗 = 𝛾00 + 𝛾01 𝑃𝑟𝑒𝐿𝑖𝑓𝑆𝑎𝑡𝑗 + 𝛾10 𝐼𝑛𝑡𝑖𝑗 + 𝛾20 𝐸𝑥𝑡𝑖𝑗 + 𝛾20 𝑆𝑐ℎ𝑜𝑜𝑙𝐴𝑖𝑗
+ 𝛾30 𝑆𝑐ℎ𝑜𝑜𝑙𝐵𝑖𝑗 + 𝑢0𝑗 + 𝑟𝑖𝑗
𝑃𝑜𝑠𝑡𝑃𝑜𝑠𝐴𝑓𝑖𝑗 = 𝛾00 + 𝛾01 𝑃𝑟𝑒𝑃𝑜𝑠𝐴𝑓𝑗 + 𝛾10 𝐼𝑛𝑡𝑖𝑗 + 𝛾20 𝐸𝑥𝑡𝑖𝑗 + 𝛾20 𝑆𝑐ℎ𝑜𝑜𝑙𝐴𝑖𝑗
+ 𝛾30 𝑆𝑐ℎ𝑜𝑜𝑙𝐵𝑖𝑗 + 𝑢0𝑗 + 𝑟𝑖𝑗
𝑃𝑜𝑠𝑡𝑁𝑒𝑔𝐴𝑓𝑖𝑗 = 𝛾00 + 𝛾01 𝑃𝑟𝑒𝑁𝑒𝑔𝐴𝑓𝑗 + 𝛾10 𝐼𝑛𝑡𝑖𝑗 + 𝛾20 𝐸𝑥𝑡𝑖𝑗 + 𝛾20 𝑆𝑐ℎ𝑜𝑜𝑙𝐴𝑖𝑗
+ 𝛾30 𝑆𝑐ℎ𝑜𝑜𝑙𝐵𝑖𝑗 + 𝑢0𝑗 + 𝑟𝑖𝑗
Ethical and Legal Considerations
Procedures were put in place to address ethical concerns relevant to the study. First,
students’ participation in the screening, intervention, and data collection required parent consent
and, in the case of intervention participation, written student assent. Parent permission and
consent forms were available in English and Spanish. Teacher participation in data collection
required written consent. Second, researchers stored data in a password protected database
accessible only to study staff, assigned a code number to each participant, and will destroy all
data five years after completion of the larger IES-funded study. Third, consent forms outlined
procedures for if a student said or indicated they were a threat to self (e.g., suicidality), a threat to
others, or being harmed by others (e.g., abuse, neglect). Appropriate school staff were notified if
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this occurred, and the school’s assessment and referral process was followed. Finally, students in
the control group (i.e., students who were not randomized to the intervention group as part of the
larger study) had the opportunity to participate in a PPI during the following school year to
ensure they also had access to the services provided to those in the intervention group.
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CHAPTER FOUR:
RESULTS
This chapter presents findings from statistical analyses conducted to answer the study’s
primary research questions. Preliminary analyses are presented first, including examination of
missing data, measure reliability, and descriptive statistics for each variable. Then, results related
to the proportion of students with elevated internalizing and externalizing behaviors (IEB) are
presented, followed by the relationship between baseline IEB and subjective well-being (SWB)
outcomes.
Missing Data
Of the 127 students who provided IEB and SWB data at baseline, 122 students also
provided SWB data at post-intervention (96.06% return rate). Of the 122 students with baseline
and post-intervention data, 98 students had parent-rated IEB data and 102 students had teacherrated IEB data. Examination of grade level, gender, race/ethnicity, baseline mental health group,
and school site for the five students with missing post-intervention data yielded no obvious
distinguishing characteristics. Similarly, demographic features of students with complete selfreport data did not notably differ from those of students with complete parent data and those of
students with complete teacher data (see Table 7).
Measure Reliability
To examine the internal consistency of each measure, Cronbach’s alpha was calculated
for all scales at baseline and post-intervention (see Table 8 on page 68). All alpha coefficients
fell in the acceptable range at both time points (Nunnally, 1978).
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Table 7
Demographic Features of Students with Complete Self-Report Data versus Students with
Complete Parent Data and Complete Teacher Data
Demographic Variable
Grade
6th
7th
8th
Gender
Female
Male
Non-binary
Other
Hispanic, Latino, or Spanish Origin
Puerto Rican
Cuban
Mexican, Mexican American, Chicano
Another Hispanic, Latino, or Spanish Origin
Not applicable
Race/Ethnic Identity
White
Black or African American
Asian
American Indian/Alaska Native
Native Hawaiian or Other Pacific Islander
Other

Student
(n = 122)

%
Parent
(n = 98)

Teacher
(n = 102)

27.05
39.34
33.61

22.45
40.82
36.73

29.41
38.24
32.35

40.98
45.90
4.92
8.20

45.92
41.84
4.08
8.16

41.18
45.10
4.90
8.82

4.10
3.28
0.82
10.66
81.15

2.04
3.06
1.02
8.16
85.71

4.90
2.94
0.98
9.80
81.37

72.95
17.21
7.38
1.64
2.46
10.66

77.55
16.33
6.12
1.02
2.04
7.14

72.55
18.63
8.82
1.96
2.94
8.82

Descriptive Statistics
Descriptive statistics were calculated for each variable at baseline and post-intervention.
Means, standard deviations, minimum and maximum values, and skewness and kurtosis values
are displayed in Table 9 (see page 69). Table 10 (see page 70) displays means and standard
deviations of outcome variables by DFM group membership (i.e., vulnerable, troubled). All
variables had approximately normal distributions, defined by skewness and kurtosis values
ranging from -1.5 to +1.5, except for teacher-reported internalizing behaviors (sk = 1.54, ku =
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2.09) and teacher-reported externalizing behaviors (sk = 3.22, ku = 10.75). Total scores for
teacher-reported internalizing behaviors ranged from 0 to 19, with ratings of 0 occurring most
frequently (median = 2.50, M = 3.75, SD = 4.15). Total scores for teacher-reported externalizing
behaviors ranged from 0 to 19, with ratings of 0 again occurring most frequently (median = 0, M
= 1.47, SD = 3.37).
Table 11 (see page 70) presents correlations among measures of IEB. For both student
self-report and parent report, there were moderate correlations between internalizing behaviors
and externalizing behaviors (r = .47 and .44, respectively; p < .0001). For teacher report, there
was a small correlation between internalizing behaviors and externalizing behaviors (r = .22, p =
.02). Regarding cross-rater correlations, there was evidence of convergent validity between
children and parent ratings of the same construct, whereas teacher ratings of student behavior did
not yield significant correlations with student reports or parent ratings of the same construct.
Table 8
Cronbach’s Alpha for Measures in Study
Measure

Number of
Items

Internal Consistency (α)
Baseline (n=127)
Post (n=122)

YSR
Internalizing
31
.92
-Externalizing
32
.88
-BPM-P
Internalizing
6
.78
-Externalizing
7
.77
-TRF
Internalizing
33
.81
-Externalizing
32
.87
-SLSS
7
.81
.88
PANAS-C-10
Positive affect
5
.87
.88
Negative affect
5
.81
.83
Note. YSR=Youth Self Report; TRF=Teacher Report Form; BMSLSS=Brief Multidimensional
Students’ Life Satisfaction Scale; SLSS=Students’ Life Satisfaction Scale; PANAS-C-10=10Item Positive and Negative Affect Scale for Children.
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Table 9
Descriptive Statistics for all Variables
Variable

Baseline
Min Max

Post-Intervention
SD
Min Max

n
M
SD
Sk
Ku
n
M
Internalizing
behaviors
Student report
122 25.52 11.82 2
55
.15
-.73
-----Parent report
98
4.10
2.73 0
11
.59
-.20
-----Teacher report
102
3.75
4.15 0
19
1.54
2.09
-----Externalizing
behaviors
Student report
122 12.58
8.18 1
40
1.03
.52
-----Parent report
98
3.00
2.62 0
11
.77
.004
-----Teacher report
102
1.47
3.37 0
19
3.22 10.75
-----Subjective well-being
Life satisfaction
122
3.42
.90 1.29
5.71
.04
-.11
122
3.80 1.04 1.14 6.00
Positive affect
122
2.54
.78 1.00
4.60
.36
-.59
122
2.93
.88 1.20 5.00
Negative affect
122
2.47
.85 1.00
5.00
.55
-.17
122
2.30
.91 1.00 5.00
Note. M=mean; SD=standard deviation; Min=minimum value; Max=maximum value; Sk=skewness; Ku=Kurtosis.
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Sk

Ku

----

----

----

----

-.03
.21
.74

-.40
-.26
-.07

Table 10
Descriptive Statistics for SWB Outcomes by DFM Group
Variable

Vulnerable (n = 29)
Troubled (n = 93)
Baseline M (SD)
Post-Intervention M (SD)
Baseline M (SD)
Post-Intervention M (SD)
Life satisfaction
4.08 (.68)
4.37 (1.01)
3.22 (.86)
3.63 (.99)
Positive affect
3.06 (.76)
3.41 (.92)
2.38 (.71)
2.78 (.81)
Negative affect
1.77 (.53)
1.66 (.65)
2.69 (.81)
2.50 (.90)
Note. Since norms purchased from ASEBA provide cut scores for only males and females, students who self-identified as non-binary
or other were classified in a DFM twice (once using male cut scores and once using female cut scores), based on guidelines from the
American Psychological Association (2020). Results presented in this table are based on use of male cut scores. Use of female cut
scores resulted in one student classified as vulnerable rather than troubled, and differences in means ranged from 0.00–0.0.
Table 11
Correlations Among Student, Parent, and Teacher Measures of IEB
1

2

3

4

5

6

1. Student Internalizing Behaviors
1.00
2. Parent Internalizing Behaviors
.27**
1.00
3. Teacher Internalizing Behaviors
.10
.17
1.00
4. Student Externalizing Behaviors
.47***
.22*
-.01
1.00
5. Parent Externalizing Behaviors
-.05
.44***
-.10
.33***
1.00
6. Teacher Externalizing Behaviors
-.12
.26*
.22*
.11
.10
1.00
Note. Analysis used all data available for each indicator of IEB. Sample sizes were 122 participants, 98 participants, and 102
participants for students, parents, and teachers, respectively.
*p < .05, **p < .01, ***p < .001
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Specifically, there was a small, statistically significant correlation between student report of
internalizing behaviors and parent report of internalizing behaviors (r = .27, p = .008). In
contrast, the small correlation between parent report of internalizing behaviors and teacher report
of internalizing behaviors was not statistically significant (r = .17, p = .13). Also, the very small
association between student report of internalizing behaviors and teacher report of internalizing
behaviors was not statistically significant (r = .10, p = .34). For externalizing behaviors, there
was a medium, statistically significant correlation between student report and parent report (r =
.33, p = .001). The very small correlation between student report of externalizing behaviors and
teacher report of externalizing behaviors (r = .11, p = .26) and the very small correlation between
parent report of externalizing behaviors and teacher report of externalizing behaviors (r = .10, p
= .38) were not statistically significant.
Question 1: Students with Elevated IEB at Baseline
Table 12 (see page 72) displays the proportion of students who reported elevated IEB at
baseline. Student report was used as the primary indicator of IEB, as it provided the most
complete data set and demonstrated the strongest correlation with parent report of the same
variable. Since norms purchased from ASEBA provide cut scores for only males and females,
students who self-identified as non-binary or other were classified twice (once using male cut
scores and once using female cut scores). Resulting mental health groups were compared to
determine if the two cut scores resulted in different classifications. When students who selfidentified as non-binary or other were classified as male, a total of 76.23% of the 122 students
reported elevated internalizing or externalizing behaviors at baseline (i.e., troubled mental health
status within a dual-factor model; 95% confidence interval = 0.68, 0.83). Students who reported
both elevated internalizing behaviors and elevated externalizing behaviors made up 30.33% of
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the sample (95% confidence interval = 0.23, 0.39). Students who reported elevated internalizing
behaviors in the absence of elevated externalizing behaviors made up 45.90% of the sample
(95% confidence interval = 0.37, 0.55). No students reported elevated externalizing behaviors in
the absence of elevated internalizing behaviors (95% confidence interval = 0.00, 0.03). Results
remained the same when students who self-identified as non-binary or other were classified as
female, with the exception of one student who no longer fell in the elevated range of
internalizing behaviors.
Table 12
Participants with Elevated Internalizing and Externalizing Behaviors at Baseline (N = 122)
Non-binary/other
classified as male

Non-binary/other
classified as female

n (%)
95% CI
n (%)
95% CI
Elevated Internalizing
56 (45.90)
[0.37, 0.55]
55 (45.08)a
[0.37, 0.54]
Only
Elevated Externalizing
0 (0.00)
[0.00, 0.03]
0 (0.00)
[0.00, 0.03]
Only
Elevated Internalizing
37 (30.33)
[0.23, 0.39]
37 (30.33)
[0.23, 0.39]
and Externalizing
Total
93 (76.23)
[0.68, 0.83]
92 (75.41)
[0.67, 0.82]
Note. Since norms purchased from ASEBA provide cut scores for only males and females,
students who self-identified as non-binary or other were classified twice (once using male cut
scores and once using female cut scores), based on guidelines from the American Psychological
Association (2020).
aClassifying students who identified as non-binary or other as female resulted in one student who
no longer fell in the elevated range of internalizing behaviors.
Sensitivity Analyses Using Parent and Teacher Report
Sensitivity analyses were conducted to determine if parent or teacher indicators of IEB
yielded notably different results (see Table 13 on page 73). Parent report identified fewer total
students with elevated IEB (53% as opposed to 76%), with the most notable change occurring
among those identified with comorbid internalizing and externalizing behaviors (10% as opposed
to 30%). Teacher report yielded the most notable changes, with only 16% of students identified
72

with elevated IEB in total. Results of the sensitivity analyses remained the same when students
who self-identified as non-binary or other were classified as female, with the exception of parent
report identifying one less student with elevated internalizing behaviors and teacher report
identifying one more student with elevated externalizing behaviors.
Table 13
Participants with Elevated IEB at Baseline After Sensitivity Analyses

Elevated Internalizing Only
Elevated Externalizing Only
Elevated Internalizing and Externalizing
Total

Student-Report
(YSR)
N = 122
56 (45.90)
0 (0.00)
37 (30.33)
93 (76.23)

n (%)
Parent-Rated
(BPM-P)
N = 98
39 (39.80)
3 (3.06)
10 (10.20)
52 (53.06)

Teacher-Rated
(TRF)
N = 102
11 (10.78)
3 (2.94)
2 (1.96)
16 (15.68)

Question 2: Effects of Baseline IEB on SWB Outcomes
Question 2a
Question 2a examined differences in students’ response to the WBPP based on baseline
mental health status (i.e., vulnerable, troubled; see Table 14 on page 75). As in Question 1,
student report was used as the primary indicator of IEB. First, analyses were run using male cut
scores for students who self-identified as non-binary or other. The distribution of level one
residuals was approximately normal for the models predicting post-intervention life satisfaction
(sk = -.18, ku = .34), positive affect (sk = .19, ku = -.25), and negative affect (sk = .45, ku = 1.08).
The distribution of level two residuals also was approximately normal for the models predicting
post-intervention positive affect (sk = .78, ku = -.29) and negative affect (sk = .82, ku = -.47). The
variance in the intercepts was estimated to be zero for the model predicting post-intervention life
satisfaction, meaning the nesting of students in different intervention groups did not explain
variability in the data for this variable. Examination of level one residuals as a function of
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predicted values provided no evidence of heterogeneity for any of the three models.
Results indicated that students classified as troubled at baseline did not differ
significantly from those classified as vulnerable in terms of post-intervention life satisfaction (b
= -.04, p = .77) or negative affect (b = .27, p = .10); however, the predicted difference in positive
affect between an average student in the vulnerable group and an average student in the troubled
group was statistically significant (b = -.26, p = .05). For a student at School C with average
baseline positive affect, the predicted level of post-intervention positive affect for an average
student in the vulnerable group was 3.20, whereas the predicted level of post-intervention
positive affect for an average student in the troubled group was 2.94. Thus, membership in the
troubled group tended to predict lower post-intervention positive affect than membership in the
vulnerable group after controlling for baseline positive affect. Using female cut scores for
students who self-identified as non-binary or other yielded the same results. Specifically,
students classified in the troubled group did not differ significantly from those classified in the
vulnerable group in terms of post-intervention life satisfaction (b = -.08, p = .55) or negative
affect (b = .27, p = .10), but did differ significantly in terms of positive affect (b = -.26, p = .04).
Question 2b
Question 2b examined differences in students’ response to the WBPP based on baseline
internalizing behaviors and baseline externalizing behaviors, represented by the full range of
students’ raw scores on the corresponding measures (see Table 15 on page 77). As in Question 1,
student report was used as the primary indicator of IEB. The distribution of level one residuals
was approximately normal for the models predicting post-intervention life satisfaction (sk = -.23,
ku = .38), positive affect (sk = .14, ku = -.15), and negative affect (sk = .41, ku = 1.01). The
distribution of level two residuals also was approximately normal for the models predicting postintervention positive affect (sk = .78, ku = -.39) and negative affect (sk = .53, ku = -.03). The
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Table 14
Two-Level Hierarchical Linear Model Results for Question 2a, Using Student Report of IEB
Model

Parameter

Estimate

SE

p

Post Life
Satisfaction

Fixed Effects
Intercept
1.12
.41
.012
Baseline life satisfaction
.84
.09
<.0001*
Troubled
-.04
.15
.77
School A
-.15
.10
.13
School B
-.23
.16
.15
Variance Estimates
Intercept
0
Residual
.53
Post Positive
Fixed Effects
Affect
Intercept
1.75
.29
<.0001
Baseline positive affect
.57
.10
<.0001*
Troubled
-.26
.13
.05*a
School A
-.11
.15
.46
School B
-.10
.15
.53
Variance Estimates
Intercept
.02
Residual
.51
Post Negative
Fixed Effects
Affect
Intercept
.38
.19
.059
Baseline negative affect
.63
.09
<.0001*
Troubled
.27
.16
.10
School A
.08
.14
.57
School B
.40
.16
.01*
Variance Estimates
Intercept
0
Residual
.46
Note. Results based on use of male cut scores for students who self-identified as non-binary or
other. School C used as reference group for dummy coded school variable (see Table 4 for
student demographic information for each school site).
ap-value remained significant (p = .04) when female cut scores were used for students who selfidentified as non-binary or other.
*p ≤ .05
variance in the intercepts was estimated to be zero for the model predicting post-intervention life
satisfaction, meaning the nesting of students in different intervention groups did not explain
variability in the data for this variable. Examination of level one residuals as a function of
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predicted values provided no evidence of heterogeneity for any of the three models.
Results indicated students’ baseline internalizing behaviors significantly predicted postintervention life satisfaction (b = -.02, p =.004), positive affect (b = -.02, p = .001), and negative
affect (b = .02, p = .02). Thus, more internalizing behaviors at baseline were associated with
poorer life satisfaction, positive affect, and negative affect outcomes, after controlling for
baseline levels of each dependent variable. Conversely, baseline externalizing behaviors did not
significantly predict post-intervention life satisfaction (b = .007, p =.51), positive affect (b =
.003, p = .77), or negative affect (b = -.01, p = .30), meaning students’ post-intervention SWB
outcomes did not differ significantly based on their baseline level of externalizing behaviors.
Sensitivity Analyses Using Parent and Teacher Report
Sensitivity analyses indicated results from the multilevel models were notably different
for parent- and teacher-rated indicators of IEB when compared to results from of studentreported indicators of IEB (see Table 16). For both parent and teacher indicators, students
classified as troubled at baseline did not differ significantly from those classified as vulnerable in
terms of post-intervention life satisfaction, positive affect, or negative affect. Classifying
students who self-identified as non-binary or other as female yielded no significantly different
results within this set of sensitivity analyses examining parent- and teacher-rated IEB. When
internalizing and externalizing behaviors were examined as separate, continuous variables,
neither parent report nor teacher report of internalizing behaviors significantly predicted postintervention life satisfaction, positive affect, or negative affect, which is different from the
significant influence of student-rated internalizing behaviors on SWB outcomes. Teacher report
of externalizing behaviors also did not significantly predict post- intervention life satisfaction,
positive affect, or negative affect, which parallels findings based on student-report of
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externalizing behaviors. However, parent report of externalizing behaviors significantly
predicted post-intervention positive affect (b = -.05, p = .02), with higher baseline externalizing
behaviors predicting lower post-intervention positive affect.
Table 15
Two-Level Hierarchical Linear Model Results for Question 2b, Using Student Report of IEB
Model

Parameter

Estimate

Post Life
Satisfaction

SE

p

Fixed Effects
Intercept
1.83
.53
.003
Baseline life satisfaction
.73
.10
<.0001*
Baseline internalizing
-.02
.01
.004*
Baseline externalizing
.007
.01
.51
School A
-.13
.09
.13
School B
-.27
.14
.06
Variance Estimates
Intercept
0
Residual
.51
Post Positive
Fixed Effects
Affect
Intercept
2.06
.35
<.0001
Baseline positive affect
.51
.11
<.0001*
Baseline internalizing
-.02
.005
.001*
Baseline externalizing
.003
.01
.77
School A
-.06
.15
.72
School B
-.10
.16
.51
Variance Estimates
Intercept
.026
Residual
.50
Post Negative
Fixed Effects
Affect
Intercept
.43
.18
.03
Baseline negative affect
.56
.08
<.0001*
Baseline internalizing
.02
.008
.02*
Baseline externalizing
-.01
.01
.30
School A
.02
.14
.88
School B
.42
.15
.01*
Variance Estimates
Intercept
0
Residual
.44
Note. School C used as reference group for dummy coded school variable (see Table 4 for
student demographic information for each school site).
*p < .05
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Table 16
Two-Level Hierarchical Linear Model Results After Sensitivity Analyses
Model

Parameter

Post Life Satisfaction

Troubled
Baseline internalizing
Baseline externalizing
Troubled
Baseline internalizing
Baseline externalizing
Troubled
Baseline internalizing
Baseline externalizing

Post Positive Affect
Post Negative Affect

Parameter Estimate
Student
Parent
Teacher
(N = 122)
(N = 98)
(N = 102)
-.04
.006
.11
-.02*
-.0001
-.009
.007
-.03
.01
-.26*
-.05
.28
-.02*
.01
.03
.003
-.05*
-.002
.27
.05
.07
.02*
.01
.02
-.01
.01
.02

*p ≤ .05
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CHAPTER FIVE:
DISCUSSION
The current study used student, teacher, and parent data to examine the prevalence of
baseline internalizing and externalizing behaviors (IEB) for middle school students with
diminished subjective well-being (SWB), as well as the effects of baseline IEB on SWB
outcomes of students who participated in a targeted positive psychology intervention (PPI)—the
Well-Being Promotion Program (WBPP; Suldo, 2016). The following sections summarize key
findings, describe how the findings contribute to existing literature and school-based services,
and present limitations and future research directions.
Key Findings
Question 1: Students with Elevated IEB at Baseline
The first aim of the study was to determine the degree to which students who participated
in the WBPP due to diminished SWB also demonstrated elevated IEB. When using student
report of IEB, approximately three-fourths of students reported elevated internalizing or
externalizing behaviors, meaning a majority of students were classified as troubled within a dualfactor model (DFM) of mental health. More specifically, approximately one-third of the sample
self-reported comorbid internalizing and externalizing behaviors, and just under half of the
sample self-reported elevated internalizing behaviors (with externalizing behaviors in the normal
range). The remainder of the sample fell in the normal range for both internalizing and
externalizing behaviors. Prior studies of youth mental health viewed through the lens of a DFM
have relied primarily on youth self-report of IEB (for a review of studies, see Suldo & Doll,
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2021); of seven studies of secondary students, five used only student-reported indicators of IEB
(Antaramian et al., 2010; Lyons et al., 2012; Magalhaes & Calheiros, 2017; Rose et al., 2017;
Xiong et al., 2017), two used a combination of student and teacher report (Suldo & Shaffer,
2008; Suldo et al., 2016), and zero used parent-rated indicators of IEB. In these studies, the
proportion of youth classified as vulnerable ranged from 7.3–20.0% and the proportion of youth
classified as troubled ranged from 7.7–34.9% (Suldo & Doll, 2021). While three studies found
the proportion of youth in the vulnerable group to be equal to or slightly larger than the
proportion of youth in the troubled group (with differences in proportions between the two
groups ranging from 0.4–10.0%), four studies found the troubled group to be larger than the
vulnerable group (with differences ranging from 3.6–26.5%). The current findings align with
those studies that identified larger proportions of troubled youth compared to vulnerable youth
(Lyons et al., 2012; Magalhaes & Calheiros, 2017; Suldo & Shaffer, 2008; Suldo et al., 2016).
Although most of those studies found the troubled group to be approximately double the size of
the vulnerable group, the current findings are more in line with those of Magalhaes and Calheiros
(2017), who found the troubled group to be approximately four times the size of the vulnerable
group.
One possible explanation for the relatively higher proportion of students identified as
troubled versus vulnerable is that only 49.0% of students who were invited to participate in the
larger IES study chose to enroll. It is possible that students whose low life satisfaction occurred
in combination with elevated IEB were more motivated to enroll in the group counseling
intervention due to perceiving a need for mental health support than students who reported low
life satisfaction without elevated IEB.
Another possible explanation relates to the novelty of the coronavirus (COVID-19), since
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data from both school years were collected as students transitioned back to in-person learning
and continued to navigate disruptions to routines and services. Research from multiple countries
indicates that the beginning of the pandemic was associated with increases in youth IEB. For
example, Barendse et al. (2021) pulled data from 12 ongoing studies (10 in the U.S., one in the
Netherlands, one in Peru) that included measures of youth anxiety or depression (n = 1339,
participant age range = 9–18 years old). Although students’ symptoms of anxiety were stable
from pre-pandemic (before March 11, 2020) to mid-pandemic, symptoms of depression
demonstrated a statistically significant median increase of 28%. Fitzpatrick et al. (2020) gathered
data on children’s IEB (age range = 1–19 years old) from 133 caregivers residing in the U.S.
during the pandemic. They found that students’ severity of behaviors aligned more with those of
clinical samples than those of the general population, based on measure norms. They also found
a significant association between COVID-19 policies and parent-reported adolescent IEB, with
more lenient policies predicting higher IEB. Finally, Li et al. (2021) examined the association
between adolescent IEB and pandemic-related lifestyle changes using a cross-sectional design.
Participants were 7890 adolescents (age range = 12–18 years old) in Wuhan, China. Elevated
anxiety and depression were reported by approximately 21% and 25% of the sample,
respectively. The following lifestyle changes were significantly associated with increased
anxiety and depression: going outside of the home, food insufficiency, perceived discrimination,
poor sleep quality, less face-to-face communication with family members, and less pleasure or
peace from interests/hobbies/specialties (Li et al., 2021).
Regarding trends in SWB during the pandemic, Von Soest et al. (2020) compared
adolescents’ life satisfaction ratings gathered in Oslo mid-pandemic (n = 3562) to life
satisfaction ratings gathered during two Norwegian studies conducted pre-pandemic (n = 6788
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and 9792, respectively), which used the same measure of life satisfaction. Results indicated the
proportion of youth reporting high life satisfaction was significantly lower mid-pandemic (71%)
than pre-pandemic (88–92%). Zacher and Rudolph (2021) found that 979 adults in Germany
reported no significant changes in life satisfaction or positive affect from December 2019 (prepandemic) to March 2020 (start of pandemic) but reported decreases in both dimensions from
March 2020 to May 2020 (mid-pandemic). Steinmayr et al. (2022) found similar results in a
sample of 425 German elementary school students, who demonstrated no significant changes in
life satisfaction and positive mood from September 2018 (pre-pandemic) to November 2019
(pre-pandemic) but demonstrated significant decreases in these variables from November 2019
to May 2020 (mid-pandemic). Overall, these studies suggest that the current findings might
reflect an international trend in elevated mental health concerns associated with COVID-19.
Finally, it is worth considering how the cut scores used to identify students with low
SWB in the current study compared to those used in previous studies, as it is possible that
students with lower levels of SWB are more likely to report concurrent IEB. In the current study,
BMSLSS < 5.0 was used as the primary indicator of low SWB, meaning students’ life
satisfaction ranged from terrible to mixed rather than from mostly satisfied to delighted. Other
studies used a range of approaches to classify students with low SWB, including latent class
analysis, a cut score set one standard deviation below the mean on the SLSS, and creating an
SWB composite variable with life satisfaction and affect ratings and selecting a percentile based
on the proportion of youth with elevated psychopathology (Lyons et al., 2012; Rose et al., 2017;
Suldo & Shaffer, 2008; Suldo et al., 2016; Xiong et al., 2017). Both Suldo and Shaffer (2008)
and Suldo et al. (2016) used this final approach, which resulted in the 30th and 26.4th percentiles,
respectively. In each study, the proportion of students classified with low SWB was similar to
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the proportion that would have been classified with low SWB had the researchers used a cut
score of SLSS < 4 (i.e., students who indicated they were generally dissatisfied with their life;
Suldo & Shaffer, 2008; Suldo et al., 2016). Since this cut score is comparable to the cut score
used in the current study, it seems unlikely that the higher proportion of youth in the troubled
group reflects differences in cut score methods; however, identifying more consistent methods
for classifying students’ level of SWB would be beneficial for both researchers and practitioners.
Student report also resulted in notably more students identified with elevated IEB than
parent and teacher report, which identified approximately 53% and 16% of students with
elevated internalizing or externalizing behaviors, respectively. Parent report identified about 10%
of students with comorbid internalizing and externalizing behaviors, about 40% with elevated
internalizing behaviors (with externalizing behaviors in the normal range), and about 3% with
elevated externalizing behaviors (with internalizing behaviors in the normal range). Teacher
report identified approximately 2% of students with comorbid internalizing and externalizing
behaviors, about 10% with elevated internalizing behaviors (with externalizing behaviors in the
normal range), and about 3% with elevated externalizing behaviors (with internalizing behaviors
in the normal range).
The smaller number of students identified with elevated internalizing behaviors by
teachers aligns with prior research indicating self-report of adolescents’ internalizing behaviors
is more accurately aligned with results of clinical interviews than observer report (Aebi et al.,
2017; Lewis et al., 2014; Undheim et al., 2016). Conversely, the relatively small number of
students identified with elevated externalizing behaviors by teachers, when compared to the
number of students who self-reported elevated externalizing behaviors, contradicts literature
indicating that students tend to underreport externalizing behaviors (Aebi et al., 2017;
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Whitcomb, 2017). Reasons for this difference in results are unknown. It is possible the results
reflect how IEB data were gathered approximately 4–6 weeks into the school year, indicating
that the beginning of the school year may be too soon for teachers to have sufficient
opportunities to observe students in their classrooms. The finding also may reflect research
suggesting teachers can accurately identify students with severe IEB but are less likely to
accurately identify students with moderate IEB or IEB below the clinical threshold (Splett et al.,
2019). In other words, teacher report may only catch those students demonstrating very high
levels of IEB. This argument is supported by the distributions of teacher-reported internalizing
and externalizing behaviors in the current sample, which highlight how teachers most frequently
identified zero internalizing or externalizing behaviors in students. Finally, the finding may
reflect differences in setting demands, as student report is based on student behaviors across
settings, whereas teacher report is based solely on student behaviors at school.
Question 2: Effects of Baseline IEB on SWB Outcomes
The second aim of the study was to better understand the relationship between baseline
IEB and post-intervention SWB following participation in the WBPP. When using student report
of IEB and controlling for baseline positive affect, membership in the troubled group of a DFM
(i.e., the presence of elevated IEB—internalizing symptoms with or without externalizing
symptoms—in addition to low SWB) significantly predicted lower positive affect at postintervention when compared to membership in the vulnerable group (i.e., IEB in the normal
range despite low SWB). The same effect was not seen for post-intervention life satisfaction or
negative affect when using student report of IEB. Neither parent nor teacher report of students’
baseline mental health status within a DFM significantly predicted differences in any postintervention SWB variables.
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The inverse relationship between IEB and positive affect that was found in the current
study contradicts previous studies linking the presence of baseline IEB to better SWB outcomes
(e.g., Carr et al., 2020; Sergeant & Mongrain, 2015; Sin & Lyubomirsky, 2009; Weiss et al.,
2016). Regarding the specific outcome variables examined, the findings differ from those of
Barnes and Mongrain (2020), who found that baseline anxiety significantly predicted increases
in post-intervention life satisfaction but did not significantly predict positive affect. Bolier et al.
(2013) also found no significant relationship between baseline IEB and post-intervention positive
affect. Although Addington et al. (2020) and Stemmler et al. (2021) found a significant, inverse
relationship between baseline IEB and positive affect, their measurement of internalizing
behaviors aligns more with Question 2b in the current study and their findings are discussed
below. In sum, the current findings suggest that results of previous studies, which were
conducted primarily with adult samples and often demonstrated a positive correlation between
the presence of IEB and a variety of well-being outcomes, do not directly translate to schoolbased PPIs conducted with adolescents, in which the presence of clinical levels of internalizing
behaviors may make it more likely a student will report lower positive affect than a student who
begins the WBPP without clinical levels of internalizing problems.
When examining the effects of baseline internalizing and externalizing behaviors
conceptualized as separate, continuous variables, student report of internalizing behaviors
significantly predicted lower life satisfaction and positive affect, as well as higher negative
affect, after controlling for baseline levels of each dependent variable. In other words, students
with more internalizing behaviors at baseline tended to report lower life satisfaction, lower
positive affect, and higher negative affect at post-intervention than students with fewer
internalizing behaviors at baseline. These findings align with those of Addington et al. (2020),
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who found that fewer symptoms of depression were linked to more positive emotions at postintervention. The findings also support those of Stemmler et al. (2021), who found that adults
with fewer comorbid internalizing behaviors demonstrated higher positive affect at postintervention. Parent and teacher report of internalizing behaviors did not yield significant results,
which may be influenced by observers’ under-identification of students with elevated IEB in the
current sample. Although neither student nor teacher report of baseline externalizing behaviors
significantly predicted SWB outcomes, parent report of baseline externalizing behaviors
predicted lower positive affect. This result indicates that youth who exhibited more externalizing
behaviors at baseline, as observed by parents, tended to report lower post-intervention positive
affect after controlling for baseline positive affect.
One possible explanation for the statistically significant relationship found between
student-reported internalizing behaviors and IEB, but not between student-reported externalizing
behaviors and IEB, relates to the tripartite model of anxiety and depression (Anderson & Hope,
2008; Clark & Watson, 2001), which highlights the presence of negative affect in people with
anxiety or depression, as well as the absence of positive affect in those with depression. Findings
from Thalji’s (2012) study of high school students illustrates this association between
internalizing behaviors and affect. Of students classified as troubled in a DFM (i.e., elevated IEB
and low SWB), 94.60% reported internalizing behaviors (based on student report) and 17.33%
demonstrated externalizing behaviors (based on teacher report). Of students classified as
symptomatic but content (i.e., elevated IEB and average to high SWB), 54.39% reported
internalizing behaviors and 49.12% demonstrated externalizing behaviors. Thus, students with
lower positive affect and higher negative affect reported internalizing behaviors more frequently
than they demonstrated externalizing behaviors (Thalji, 2012). Similarly, Kim et al. (2016) found
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that social-emotional strengths served as a protective factor when assessing life satisfaction of
adolescents who reported comorbid internalizing and externalizing behaviors, but not when
assessing life satisfaction of adolescents who reported solely internalizing behaviors. Given the
relationship between internalizing behaviors and components of SWB, it makes sense that
externalizing behaviors did not demonstrate the same significant relationship with postintervention SWB as internalizing behaviors in the current study.
Contributions to the Literature
The current findings contribute to the existing literature on IEB and PPIs in several ways.
Namely, few studies have used multi-informant ratings of IEB to examine a DFM. Results of this
study indicate that students and observers provide disparate ratings of IEB, with student report
yielding higher rates of elevated internalizing and externalizing behaviors than parent or teacher
report. These results suggest that self-report measures are beneficial tools for assessing both
internalizing and externalizing behaviors during middle school, as observer ratings may not
capture students’ full social-emotional experience. Previous studies yielded similar conclusions
regarding adolescents’ ability to self-identify internalizing behaviors (Aebi et al., 2017; Lewis et
al., 2014; Undheim et al., 2016), but the current findings diverge from literature suggesting
students underreport externalizing behaviors (Aebi et al., 2017; Whitcomb, 2017). Further, while
there were small correlations between student and parent report of IEB, correlations between
student and teacher report were quite small and not statistically significant. These correlations
support findings from Splett et al. (2019), who reported teachers were less likely to identify
students with low to moderate IEB than those with severe IEB.
The findings also expand on research examining the relationship between baseline IEB
and post-intervention SWB by focusing on a sample of early adolescents in the context of a
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school-based PPI. Research with adult samples has yielded mixed results, with some studies
linking elevated baseline internalizing behaviors to better SWB outcomes (Barnes & Mongrain,
2020; Carr et al., 2020; Sergeant & Mongrain, 2015), and others linking fewer baseline
internalizing behaviors to better SWB outcomes (in particular, higher positive affect; Addington
et al., 2020; Stemmler et al., 2020). The current findings support the latter group of studies in
two ways. First, students classified as vulnerable based on self-report tended to demonstrate
better positive affect outcomes than students classified as troubled. Second, students with fewer
baseline internalizing behaviors tended to demonstrate better post-intervention life satisfaction,
positive affect, and negative affect. As a whole, the current findings illustrate how the presence
of baseline IEB, and baseline internalizing behaviors in particular, may reduce the potential
positive impact of school-based PPIs for adolescents.
Finally, the current findings extend research on baseline IEB to include externalizing
behaviors. Although student-report of externalizing behaviors did not significantly predict SWB
outcomes, higher levels of parent-reported externalizing behaviors predicted lower postintervention positive affect. Thus, parent report of baseline externalizing behaviors may shed
light on how middle school students tend to respond to PPIs.
Implications for Research and School-Based Services
The results of the current study have several important implications for school-based
mental health services. First, the results highlight the need to obtain and analyze ratings of IEB
from multiple sources when conducting school-based assessment of mental health, as different
raters may report notably different levels of IEB. There are several measures of IEB, such as the
Behavior Assessment System for Children-Third Edition (BASC-3; Reynolds & Kamphuas,
2015), that include rating scales designed to be completed by students, parents, and teachers. Due
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to the larger number of students identified with elevated IEB by student report, practitioners may
choose to prioritize self-report for screening and progress monitoring. When using observer
report of IEB, practitioners may wish to prioritize parent report over teacher report, as student
and parent report were more strongly correlated (r = .27–.33) than student and teacher report (r =
.10–.11); however, practitioners should keep in mind that parent and teacher ratings of IEB are
based on different settings, and discrepancies may be expected due to differences in home and
school setting demands. As teachers may be more likely to miss students with IEB below the
clinical threshold (Splett et al., 2019), practitioners should consider working with teachers to
build their attendance to youth with low to moderate levels of IEB (e.g., through programs like
Youth Mental Health First Aid, which includes discussions on common signs of IEB and how to
help students in both crisis and non-crisis situations; National Council for Mental Wellbeing,
2022).
Second, the notable proportion of youth who identified as non-binary (4.92%) or other
(8.20%) in the current sample highlights the need for best practice guidelines when interpreting
norm-referenced mental health measures for students who identify outside of the cisgender
binary (e.g., nonbinary, transgender, genderqueer, agender, genderfluid, gender neutral,
bigender, androgynous, gender non-conforming). In fact, The Trevor Project’s 2021 National
Survey on LGBTQ Youth Mental Health (n = 34,759, age range = 13–24 years old) found
slightly higher proportions of youth identified outside of the cisgender binary, with
approximately 26% and 9% of participants identifying as non-binary and not sure/questioning,
respectively. Youth ages 13–17 made up 57% of the sample, and 26% of these participants
identified as non-binary. APA’s Guidelines for Psychological Practice with Transgender and
Gender Nonconforming People (2015) state, “psychologists respect the welfare and rights of
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[transgender and gender nonconforming] participants in research and strive to represent results
accurately and avoid misuse or misrepresentation of findings” (p. 851). For example, the
guidelines describe how researchers should include a variety of response options when assessing
demographics. Unfortunately, many measures of youth IEB include cisgender norms that have
not been updated to reflect this guideline. Since these norms fail to represent people who identify
outside of the cisgender binary, APA (2020) recommends avoiding cisgender norm-based
measures when conducting psychological assessments with transgender and nonbinary
individuals and replacing these tools with clinical interviews and symptom checklists. If
practitioners cannot avoid cisgender norm-based measures, APA (2020) recommends scoring the
measure twice (once using male norms, once using female norms) and comparing the results, as
done in the current study. If the results yield notable differences, practitioners should consider
whether the norms relate more to gender identity or biological sex differences, or invite the client
to select the gender they feel is most appropriate (APA, 2020). Based on these practitioner
guidelines, researchers also should utilize measures of youth IEB that do not rely solely on
cisgender norms (e.g., the BASC-3 [Reynolds & Kamphuas, 2015], which includes a combined
norm group in addition to cisgender specific norm groups). Researchers also should explore
existing research promoting alternatives to categorical conceptualizations of gender (e.g.,
assessing gender as a continuous variable; see Reilly [2019] for more information).
Third, the findings indicate that a large portion of students identified to participate in a
PPI will likely experience elevated IEB in addition to low SWB. Thus, practitioners may wish to
consider both IEB and SWB when screening for participation and progress monitoring student
outcomes. To assess IEB, practitioners can use broadband measures such as the Behavioral and
Emotional Screening System (BESS) of the BASC-3 (Reynolds & Kamphuas, 2015) or—given
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the high number of students with internalizing behaviors in the current sample—narrowband
measures like the Revised Child Anxiety and Depression Scale (RCADS; Chorpita et al., 2000).
Free, publicly available, and psychometrically strong measures of SWB include the SLSS
(Huebner, 1991; see Appendix I), PANAS-C-10 (Ebesutani et al., 2012; see Appendix J), and
Social Emotional Health Survey-Secondary (SEHS-S; Furlong et al., 2014), which respectively
assess life satisfaction, affect, and psychological strengths. Incorporating measures that target
both IEB and SWB will help practitioners attend to and potentially foster students’ complete
mental health, rather than a single dimension.
Finally, practitioners should recognize that students with more baseline internalizing
behaviors may not experience the same benefits from a PPI as students with fewer baseline
internalizing behaviors, and should tailor school-based mental health services accordingly. For
example, practitioners can select multitarget PPIs associated with reductions in internalizing
behaviors, such as the Maytiv Program (Shoshani & Steinmetz, 2014) or positive psychotherapy
(Rashid & Seligman, 2018). See Chapter 2 for more details on these interventions, which both
align with Seligman’s PERMA model. Practitioners also can choose to provide a PPI like the
WBPP (which focuses on increasing positive emotions) alongside supplemental supports
grounded in evidence-based interventions for depression and/or anxiety, such as cognitive
behavioral therapy (CBT). These supplemental supports, which could be provided individually
or during a concurrent small group, would focus on reducing negative emotions (e.g., through
challenging cognitive distortions and strengthening problem-solving skills). Utilizing
interventions and strategies that target both internalizing behaviors and SWB will help maximize
student gains from school-based mental health services.
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Limitations
The findings and implications from this study should be considered alongside its
limitations. First, the use of cut scores to identify students with elevated IEB and low SWB
reduces continuous data to a dichotomous score. This method may result in varying
classifications of students across studies, particularly when students’ ratings fall near the cut
scores at a given time point. Second, although frequently used in current research and clinical
practice, it is important to recognize that the YSR (Achenbach & Rescorla, 2001), BPM-P
(Achenbach et al., 2017), and TRF (Achenbach & Rescorla, 2001) have dated normative data
and gender-specific cut scores that do not account for students who identify outside of the
cisgender binary. Although sensitivity analyses were run based on guidelines from the American
Psychological Association (2020), future studies should consider using more updated measures
of IEB that do not rely on gender-specific cut scores and provide current norms relevant to a
range of gender identities. Third, teacher data were gathered 4–6 weeks into the start of the
school year, which is slightly less time than the two months recommended in the measure’s
manual (Achenbach & Rescorla, 2001) and may have been too early for teachers to accurately
identify IEB in students. Although the study did not control for nesting of teacher-reported IEB
data within teachers, most teachers completed surveys for only one student (range = 1–5
students, M = 1.82, SD = 1.04). Fourth, parent and teacher data were missing for approximately
20% and 16% of the 122 students, respectively, and only about half of students who met
eligibility criteria for intervention based on screening data enrolled in the study. Fifth, the current
study did not examine results in comparison to a control group, but focused on students who
received the intervention. Finally, as mentioned above, it is possible that the results of the study
were impacted by COVID-19 and corresponding disruptions in school-based services, as the
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beginning of the pandemic has been linked to increases in youth IEB (Barendse et al., 2021;
Fitzpatrick et al., 2020; Li et al., 2021).
Future Directions
The current findings highlight several areas in need of future research. First, additional
studies are needed to better understand disparities between student, parent, and teacher ratings of
IEB. For example, researchers can examine how student and observer report tend to differ in
terms of the types of internalizing behaviors (e.g., anxiety, depression, withdrawal) and
externalizing behaviors (e.g., rule breaking, aggression) reported. Researchers also can examine
how the severity of IEB reported by students impacts corresponding parent and teacher ratings.
Second, future studies should examine whether students identified for PPIs due to low life
satisfaction consistently report fewer externalizing behaviors than internalizing behaviors, as
seen in the current study. If students with low SWB tend to report more internalizing behaviors
than externalizing behaviors, researchers should further investigate the relationship between
internalizing behaviors and affect, since measures of positive and negative affect are often
included in conceptualizations of SWB.
Third, future studies can expand on the current finding that baseline internalizing
behaviors were statistically related to post-intervention SWB by further examining the clinical
significance of this result (i.e., determining if students with more internalizing behaviors are
more likely to be unresponsive to a targeted PPI and in need of more intensive services). Future
studies also can investigate the relationship between specific forms of internalizing
psychopathology and SWB outcomes. For instance, do students who report depressed behaviors
benefit more or less from PPIs than students who report anxious behaviors? Do students who
report thought problems at baseline (e.g., intrusive thoughts, hallucinations) receive the same
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benefits from PPIs as students with internalizing behaviors? Answering these questions can help
researchers and practitioners better identify students most likely to benefit from PPIs. Finally, the
current study focused solely on the relationship between baseline and post-intervention variables
for the intervention group. Additional research with multiple data points is needed to determine
if the association between student report of internalizing behaviors and SWB outcomes is
maintained at follow-up. Additional research with both an intervention group and a control group
also is needed to further understanding of how baseline IEB relates to the effects of PPIs.
Summary
The current study demonstrates the complex relationship between IEB and SWB during
middle school. A majority of students who were invited to participate in the WBPP due to
diminished SWB and who subsequently enrolled also reported elevated IEB. Higher ratings of
internalizing behaviors were associated with fewer benefits from the WBPP in terms of postintervention life satisfaction, positive affect, and negative affect. Although higher ratings of
parent-reported externalizing behaviors at baseline significantly predicted lower positive affect at
post-intervention, youth-reported externalizing behaviors did not yield significant effects on
post-intervention life satisfaction, positive affect, or negative affect. These findings suggest that
youth who report multiple externalizing behaviors (in the absence of internalizing behaviors)
may obtain the same benefits from PPIs as youth who experience few externalizing behaviors,
with the caveat that externalizing behaviors observed by parents may reduce benefits related to
positive affect in particular. This study expands research on the relationship between IEB and
PPI outcomes, which to date has focused on internalizing behaviors in adults, and illustrates the
need for school-based mental health services that address both dimensions of a dual-factor model
of mental health—IEB and SWB.
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Appendix A: IRB Approval

MSS APPROVAL
July 7, 2020
Shannon Suldo
4202 East Fowler Ave., EDU 105
Tampa, FL 33620
Dear Dr. Shannon Suldo:
On 7/6/2020, the IRB re viewed and approved the following protocol:
Application Type:
IRB ID:
Review Type:
Title:
Funding:
IND, IDE, or HDE:
Approved Protocol and
Consent(s)/Assent(s):

Initial Study
STUDY001065
Expedited 5, 6, 7
Efficacy of a Selective Intervention to Improve Middle School
Students’ Subjective Well-Being
Institute of Education Sciences
None
• Study Protocol_Clean;
• Parent Combined Consent and Permission Form 6-26-20.pdf;
• Parent Permission for Student Screening_6-26-20.pdf;
• School Coordinator Consent Form 6-26-20.pdf;
• School Mental Health Provider Consent Form 6-26-20.pdf;
• Student Assent for Interve ntion Evaluation_6-26-20.pdf;
• Student Assent for Screeni ng_6-26-20.pdf;
• Teacher Consent Form 6-26-20.pdf;
Approved study documents can be found under the
‘Documents’ tab in the main study workspace. Use the
stamped consent found under the ‘La st Finalized’ column
under the ‘Documents’ tab.

This research involving children as participants was approved under 45 CFR 46.404: Researc h
not involving greater than minimal risk to children is presented.
Requirements for Assent and/or Permission by Parents or Guardia ns: 45 CFR 46.408 Permission
of one parent is sufficient. Assent will be obtained as outlined in the IRB application.

Institutional Review Boards / Research Integrity & Compliance
FWA No. 00001669
University of South Florida / 3702 Spectrum Blvd., Suite 165 / Tampa, FL 33612 / 813-974-5638
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Appendix B: Active Parental Consent for Screening
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Appendix C: Passive Parental Consent for Screening

[School Letterhead]
[Name of School]
Notification of Screening
August 10, 2021
Dear Parent or Guardian,
[Name of School] is continuing an exciting partnership with the USF College of Education to support our
students’ social-emotional well-being. We are committed to providing the supports students need to
flourish, both in the classroom and throughout their lives. Happier students earn better grades, express more
positive attitudes towards school and learning, report better social relationships, are physically healthier,
and have fewer symptoms of mental health problems like depression and anxiety.
To monitor students’ well-being, in a few weeks all students attending classes at [Name of School] will be
asked to complete a short survey of their feelings of satisfaction with life as well as the frequency of their
positive and negative moods. This survey takes about 5 minutes to complete, and students’ responses will
be kept confidential. The [Name of School] student support services team (your school counselors,
psychologist, and social workers) will offer extra support—the Well-Being Promotion Program—to
students who have room for growth in happiness. In the Well-Being Promotion Program, students work in
small groups to learn skills related to gratitude, kindness, using character strengths, hope, optimism, and
many more!
If you would like any additional information, please contact [Name of School Contact] ([Title]; [Email]) at
[Name of School]. If you are okay with your student completing the short survey, you do not need to take
any further steps; either keep this letter for your records, or select “yes” below and return the signed form
to your child’s counselor. If you would prefer that your child not take part in this screening, please select
“no” below and return the signed form to your child’s counselor by Tuesday, August 17, 2021.

______Yes, I give permission for my student (__________________) to take part in the screening of
student emotional well-being.
______ No, I do not give permission for my student (__________________) to take part in the screening
of student emotional well-being.
______________________
Parent’s Name

________________________
Parent’s Signature
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__________
Date

Appendix D: Student Assent for Screening
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Appendix E: Parental Consent for Study Participation
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Appendix F: Student Assent for Study Participation
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Appendix G: Teacher Consent for Study Participation
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Appendix H: Student Demographics Survey*
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*Permission to reprint not needed as measure was created for ongoing IES grant of which the
current author is a member of the research team.

130

Appendix I: Brief Multidimensional Students' Life Satisfaction Scale (BMSLSS)*

*Permission to reprint not needed as measure is available for free in the public domain.
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Appendix J: Student Life Satisfaction Scale (SLSS)*

*Permission to reprint not needed as measure is available for free in the public domain.
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Appendix K: 10-Item Positive and Negative Affect Scale for Children (PANAS-C-10)*

*Permission to reprint not needed as measure is available for free in the public domain.
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